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In the choice of a subject for this paper, the 
temptation to treat of the unusual was resisted, and 
the discussion of daily recurring conditions adopted, 
because an extensive hospital experience shows 
widespread misconception of the method of meeting 
these conditions. 

The conditions I refer to are infection after child- 
birth, and acute gonorrheal salpingitis. There were 
many valuable lessons absorbed during a twelve 
years’ association with our late esteemed fellow 
member, Dr. Walter Corcoran, and the writer is 
glad to acknowledge this debt. But there was no 
lesson more valuable than that of the practice of con- 
servatism in post-partum sepsis. I often admired the 
courage Dr. Corcoran displayed in maintaining an 
attitude of calm and well-advised restraint in this 
condition, for it does require courage to withstand 
the clamor of friends, the insistence of the family 
physician, and the scarcely veiled ridicule of the 
radically inclined house staff. 

There is a great temptation to be brilliant, to cut 
something out—the more the better—and, best of 
all, if the removal is more extensive than has been 
done before. And yet, some of us think it a quieter 
triumph to have our septic cases leave the hospital 
well, after weeks or even months, of conservative 
treatment; though it may not be as “brilliant” as 
an extensive section, even granting that the patient 
survives it. 

A glance at the pathology of post-partum infec- 
tion will help us to get a clearer idea of its rational 
treatment. 

Whether the infecting organism introduced into 
the genital tract be the streptococcus, the staphylo- 
coccus, the gonococcus, the bacillus coli communis, 
or one of the various putrefactive families, the route 
of invasion is about the same, though the resulting 
lesion may vary somewhat with the character of the 
germ. 
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The infection may enter through an abrasion or 
laceration of the external genitals and spread up- 
ward through the lymphatics, or it may attack the 
endometrium at once, to which it may limit itself, or 
more commonly it progresses beyond the mucosa 
into the deeper uterine structures, and up into the 
cellular tissues of the pelvis. It is rare for the in- 
fection to be transmitted into the pelvic cavity, by 
way of the uterus. 

As has been intimated, the various organisms d?f- 
fer widely in the character of the lesions inflicted. 
When we have to confront a virulent streptococcic 
or staphylococcic infection the local changes in the 
endometrium are comparatively slight, the process 
rapidly spreading through the lymphatics or veins 
beyond the uterus and giving rise to a peritonitis or 
general systemic infection. On the other hand, in 
the cases due to putrefactive organisms, the process 
remains more or less limited to the endometrium, 
and causes marked local lesions, the mucosa becom- 
ing converted into a stinking, sloughing area made 
up of necrotic débris and bathed with a bloody puru- 
lent discharge. 

It is interesting to note how rapidly this necrotic 
material is reproduced in these cases, and how fast 
it may recur after curetting. A case came under 
my care a few months ago when a womb of this 
type had been curetted three times in two days by 
a painstaking but ill-advised physician. Twenty-four 
hours after the last scraping, when I introduced 
my finger into the uterus, it was filled with this same 
necrotic débris, which the attendant assured me had 
been thoroughly removed with a sharp curette, and 
which I carefully evacuated with my finger—not 
with a sharp curette. The patient died some few 
days later of general sepsis. 

The microscope s!:ows that there is an effort made 
to confine the microrganisms to the inner surface 
of the uterus, by interposing between the decaying 
mucosa and the deeper portions, a barrier of small 
cell infiltration which acts as an efficient filler when 
the poison is attenuated, but fails when it is mark- 
edly violent. 

The para-metritis, or pelvic cellulitis, as it is 
usually called, may vary from an inflammatory 
edema to the formation of abscesses. In a small pro- 
portion of cases the process extends directly from 
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the uterus into the tubes, causing a salpingitis and 
perhaps an Gophoritis. In the majority of cases the 
fatal termination is due to peritonitis. 

Treatment. I shall pass by prophylaxis, about 
the need for which we are all agreed, and shall con- 
sider curative treatment, concerning the method of 
which there is much dispute. 

Ulcers of the vulva or vagina should be touched 
with tincture of iodin. If the repaired pelvic floor 
breaks down and suppurates, the stitches should be 
removed, and the wound laid wide open so as to 
drain. 

As soon as the patient’s temperature reaches 102°, 
unless there be other fair explanation, a specimen of 
the lochia should be obtained for microscopical ex- 
amination, if this be possible. A word here about 
the gross appearance of the lochia. In spite of all 
that has been dinned into our ears, in school and out, 
it is a very common thing for me to be assured by 
- the accoucheur that the lochia were not foul-smell- 
ing, as an evidence that the fever must be of other 
than uterine origin. As a matter of fact, the re- 
verse is almost always true, for in pure streptococcic 
infection the odor is very little changed from 
normal. 

To resume—the sterilized finger should be intro- 
duced and the interior of the uterus gently and thor- 
oughly explored, after which, the appendages should 
be investigated with the two hands. If the uterine 
cavity is smooth curettage should not be thought 
of, but a douche of several quarts of saline solution 
should be given. On the other hand, if the en- 
dometrium is rough and contains shreds, it should 
be cleaned out with the finger and followed by 
plenty of saline douching. As has been said, in the 
severe cases there is nothing to be removed by a 
curette, and harm is inflicted by breaking down na- 
ture’s protecting wall of leucocytes; and in the mild 
cases where there is much débris the finger can re- 
move it as readily as the curette. 

I have said saline douches, because the various 
antiseptics do not add to the effect and may do dam- 
age. The utility of the douche in this instance is 
purely mechanical. It is not rational to suppose that 
we get a chemical action penetrating deep into the 
tissues when the bacteria lie, from the transitory 
passage of the fluid over the intrauterine surface. If 
one has to deal with a putrid endometritis, and the 
symptoms do not yield to the first washing, the 
douche may be repeated. When the infection has 
extended beyond the uterus local measures should 
not be persisted in. 

Gonorrheal endometritis needs no active treat- 
ment directed toward the uterus until later, as in 


most cases the temperature does not rise high, and 
soon falls, the patient recovering or being left with 
a chronic endometritis and diseased appendages, 
which can be attended to more properly later. 

For the rest, the treatment is expectant and sup- 
portive. The most reliable drugs are alcoho! and 
strychnia. Large doses of alcohol are tolerated 
here. Absolute rest and a carefully selected diet are 
of course enjoined. Ergot may be used advantage- 
ously in conditions of delayed involution. 

If parametritic abscesses make their appearance 
they should be incised and evacuated. When pus 
tubes or ovarian abscesses can be made out by bi- 
manual examination, they should be removed by 
laparotomy, if they are movable; or if bound down 
they should be drained through the cul-de-sac. 

A great deal has been written and discussed about 
hysterectomy, at an early period. This step I have 
never regarded with favor for two reasons, well 
expressed by Williams of the Johns Hopkins. He 
says: “If one operates at a period sufficiently early 
to prevent the extension of the process to other 
organs, a large number of uteri will undoubtedly be 
removed unnecessarily. On the other hand, if we 
wait till a later period, when other organs have been 
implicated, the operation will be useless.” 

When in 1895, Marmorek announced the discov- 
ery of his antistreptococcic serum, the outlook for 
these cases seemed brighter, but the usual enthusi- 
asm was succeeded by the usual disappointment, and 
later experience seems not to have borne out our 
expectations. There is some hope that our relative 
helplessness in the face of septicemias of this class 
may be relieved in the future by the use of auto- 
vaccines, although I am informed that careful and 
extensive experiments at the Massachusetts Gen- 
eral Hospital and elsewhere have resulted nega- 
tively. 

The second condition for which I bespeak con- 
servatism is acute gonorrheal salpingitis. It is an 
almost daily occurrence to have physicians send 
cases of this kind to the gynecologist for immediate 
operation, and we have to bear with considerable 
importunity when we follow a course of wait and 
sustain, and operate later if necessary, when nature 
has done its excellent work of walling off, and time 
has rendered the pus in the sacs less virulent, or in 
many cases innocuous. 

Now the particular phase of conservatism which 
I favor is in the treatment of these cases when we 
do come to operate on them. The usual radical ex- 
section of both tubes and ovaries can not be justi- 
fied in many cases. Briefly, when there is a healthy 
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patulous portion of the tube, next the uterus, shut 
off from the diseased outer end, when the ovary is 
healthy, and the fimbriated end not adherent to it, 
leave the ovary, amputate the tube at the outer end 
of the healthy portion, wash it out, slit it up a 
short distance, and unite its peritoneal and mucous 
coats with catgut, making an artificial ostium. This, 
of course, when the age of the woman, and the con- 
dition of the Adnexa on the other side render the 
retention of the ovary desirable. Even if it be neces- 
sary to remove the entire tube, the ovary should not 
be exsected, as a matter of routine. 
474 NINTH STREET. 
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Since the time of Moses so much has been writ- 
ten about hemorrhoids that the subject is as ancient 
as the disease. Nevertheless, it is well from time 
to time to review our methods and bring before the 
profession points that are sometimes overlooked 
notwithstanding the hoariness of the subject. Also, 
to point out that “piles are not always piles ;” they 
very often mask more serious conditions. The 
patient’s diagnosis, as far as the disease is con- 
cerned, is worth very little; a so-called “touch of 
the piles’ may mean anything from an ingrowing 
hair to a carcinoma; and only a thorough examina- 
tion and the establishing. for one’s self that piles 
are piles, and nothing more, is conclusive. 

Hemorrhoids are divided into two classes, extere 
nal and internal. The external are divided into 
varicose, thrombotic and connective tissue piles. 

EXTERNAL HEMORRHOIDS. 

Tl"aricose external hemorrhoids are due to a 
varicosity of the veins surrounding the anus and 
are generally found associated with relaxation of 
the skin due in the majority of cases to some in- 
flammatory condition which can be relieved by 
keeping the parts clean and using an astringent 
ointment. 

Thrombotic external hemorrhoids (Fig. 1), are 
tumors situated at the margin of the anus and are 
generally due to a thrombosis, followed by swell- 
ing or rupturing of the veins and extravasation of 
blood into the tissue until such time as the inelas- 
ticity of the skin or tissue surrounding is so over- 
taxed that it refuses to stretch any more and suffi- 


cient pressure is thus exerted to control the hemor- 
rhage. 

Discussion has been rife from time to time as 
to whether the clot is formed within the vein or 
the vein ruptures and the blood is extravasated into 
the surrounding tissues. I believe both conditions 
exist. I could not be convinced that some of the 
tumors I have seen—some as large as a cherry, 
could be contained in any vein that surrounds the 
anus. Ball says that he has had these tumors ex- 
amined and that in every case he found the clot 
within the vein. The clot may have been partially 
surrounded by the vein wall, but there is no vein 
in this vicinity capable of stretching to such an ex- 
tent as to enclose a blood clot as large as a cherry. 
I have seen clots of fairly large size enclosed in 
the vein, but this only goes to show that both con- 
ditions exist. 

Symptoms. Following strain or exertion of any 
kind, pain is felt in the region of the anus. This 
is later followed by an invariable feeling the burn- 
ing and spasm of the sphincter. 

If these tumors are not removed they are very 
apt to ulcerate or become infected. The drawing 
in Fig. 1, shows a case where necrosis of the skin 
over the clot has taken place. If this had not been 
removed it would certainly have resulted in an 
abscess. 

Treatment. Under cocaine anesthesia the tumor 
is excised and the clot removed, and a little gauze 
is placed in the incision to prevent any oozing. 
Twenty-four hours later this is removed and an 
ointment of ichthyol, 10 per cent. is applied every 
day until the wound is healed. If the tumor is very 
large it is better to remove it in toto under cocain, 
as otherwise the redundant skin is sure to cause 
considerable annoyance afterwards. Edema follow- 
ing operation is a continual source of worry to the 
individual. 

Now we approach the connective tissue, external 
pile, known as skin tabs. These we see from what 
has been already said, are the result of thrombotic 
hemorrhoids, but not always. There is a great 
tendency for these tumors to form under all cir- 
cumstances on account of the puckering of the skin 
around the anus. Therefore, any condition that 
causes inflammation of the skin, such as pruritus, 
varicose condition of the veins, thrombotic hemor- 
rhoids, syphilis, gonorrhea, etc., usually ends in the 
connective tissue skin tab. Or, in other words, the 
two surfaces of the skin are in apposition, and 
when inflammation subsides agglutination results. 

In the early stages this connection can be re- 
lieved by proper treatment such as gauze saturated 
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with boroglyceride placed over the parts, and over 
this a hot water bag, or a cloth saturated with 
saline solution and over this a hot water bag. Ice 
pack sometimes affords great relief. Once estab- 
lished, and a source of worry to the individual, it 
is better to remove the tabs under cocaine anes- 
thesia. A solution of cocain, 1-500 is injected, not 
into the tumor, but all around its base. In other 
words where the cutting edge of the instrument is 
followed. The tumors are then removed pain- 
lessly. 
INTERNAL HEMORRHOIDS. 

Internal hemorrhoids are vascular tumors result- 
ing from thrombosis, varicosity and dilatation of 
the blood pools in this region, connective tissue in- 
filtration and redundancy of the mucous membrane 
in the anal canal. 

Etiology. We naturally should look to the anato- 
mic structure for an explanation of why we have 
veins of considerable size without valves, extend- 
ing from the anus to the liver, supported by cellular 
tissue, passing through the rectal wall, constantly 
subjected to pressure and running in a direction 
opposite to the fecal current. During exercise the 
abdominal muscles and diaphragm are brought into 
play; as a result the intestines are subjected to 
pressure and consequently interfere to a certain 
extent with the portal circulation. Again, the erect 
position of man militates against the current flow- 
ing in the opposite direction. Some will object to 
libelling nature in this way and say that it is strange 
that such a mistake in construction should have been 
made. To be sure, nature never made those parts 
for the purpose of producing hemorrhages; she 
made them only as she did all other parts of the 
body, normal, but more or less susceptible to dis- 
ease. She did not provide against high living and 
the abuses that tax the capacity of that complex 
organ, the liver. The chain is as strong as its 
weakest link, and if the chain must give way it is 
better that it should do so where it is accessible 
and easily repaired. We might write reams on this 
subject and yet not give all the conditions that pre- 
dispose to hemorrhoids. 

It is self-evident from what we have said that 
any interference with the circulation will, if con- 
tinued for a time, produce hemorrhoids. I think 
it quite possible that some families exhibit a pre- 
disposition. 

Patuotocy. Dilatation of the veins, increase of 
connective tissue, infection, thrombosis, and some- 
times abscesses due to the colon bacilli. 

Treatment. The cause must be sought in every 
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case and then suitable treatment instituted. This 
may seem trite but we can hardly expect to accom- 
plish a cure until we have established the cause. 

I must here digress to point out the mistakes that 
are often fatal to the patient and result from care- 
lessness as, for example, after taking a bird’s-eye 
view of the surrounding parts, to prescribe some 
ointment and watch for this and nature to do the 
rest. Again, very often the patient’s word without 
an examination is taken as evidence of the exist- 
ence of this condition. Hemorrhoids are very often 
only a manifestation of some organic trouble. We 
are all apt to be careless at times and to be satis- 
fied if we can find any one pathological condition 
to account for the symptoms and the general prac- 
titioner is not the only one who makes mistakes. 
He is very often asked to bear more than his share 
of the blunders that are made from time to time. 
If he were a specialist in every branch, there would 
be no necessity to subdivide medicine and surgery 
in order to attain efficiency. No, there are others. 
I call to mind as I am writing this a case that was 
operated upon for hemor:lioids by a surgeon of no 
mean ability, aud the fact that the patient had can- 
cer was discovered only when he recovered from 
his hemorrhoidal condition. We all learn from our 
mistakes and it is only the man who does not profit 
by them that is really culpable. 

It is well in every case, no matter how sure we 
are that the hemorrhoidal condition is the true 
cause of the trouble, to institute a thorough and 
searching examination of the rectum, sigmoid, liver 
and heart. It would be preposterous to operate 
upon hemorrhoids the result of cirrhosis of the liver, 
or a hemorrhoidal condition associated with an 
ataxia, likewise it would be worse than useless to 
qperate for hemorrhoids upon a patient suffering 
from cancer, stricture or intussusception, all of 
which may be the cause of the hemorrhoids, and 
only when these conditions are relieved can we ex- 
pect to cure the disease. 

Having established the purely hemorrhoidal con- 
dition, the question arises what treatment should be 
instituted. In the early stage very often it is suff- 
cient to regulate the patient’s diet, put the ban on 
violent exercise, advocate moderation in all things, 
and order an ointment of belladonna, tannic acid 
and stramonium, and the injection of a little cold 
water before the bowels move, advising the patient 
to refrain from straining during stool. 

Of course, there are different kinds of internal 
hemorrhoids and the same treatment does not apply 
in all conditions. For instance, there is the pro- 
lapsing internal hemorrhoid (Fig. 2), that bleeds 
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a great deal when the patient moves his bowels, is 
constantly coming down; the mucous membrane is 
generally ulcerated, and the condition is a potential 
abscess ; it is really an external-internal hemorrhoid. 
In such a case, once a hemorrhoidal condition is 
well established, and the patient is being constantly 
debilitated, nothing short of radical surgical pro- 
cedure should be thought of. This is the disorder 
that so often results in anemia. I have seen dozens 
of cases where the hemoglobin was as low as 35 
per cent. and the patient almost on the verge of 
collapse, and all this due to a condition that could 
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is no operation that I know of that is accomplished 
with less risk and gives more satisfaction to the 
patient and to the surgeon. 

Accepted methods of operating. Clamp and Cau- 
tery, Ligature, Whitehead’s and Injection Treat- 
ment. 

I have a predilection for the clamp and cautéry 
in the majority of cases, and the Whitehead opera- 
tion in selected cases. No man can advocate those 
two operations nowadays unless he is prepared to 
defend his position. Personal statistics count for 
nothing in the eyes of our opponents, as they are 
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. Figure 1.—Thrombotic Hemorrhoid (from photograph). 


be relieved by the simplest surgical procedure. The 
hemorrhoid is thoroughly cocainized. It is then 
caught with a clamp and pulled down as far as it 
will come without tearing. Another clamp is now 
placed above the hemorrhoid just where the blood- 
vessels enter. This is done to temporarily prevent 
hemorrhage, or to allow the pedicle being tied off 
after the hemorrhoid has been removed. A second 
method is to remove it by the clamp and cautery 
operation. These methods we constantly use in the 
hospital and clinics and the patients go home after- 
wards. While I am not very much in favor of 
Operating on patients and then allowing them 
to go home, there is a certain class of people who 
from necessity of preference, demand this method 
of procedure, and are relieved of a very distressing 
condition without inconvenience. In one month 
afterwards there is a change in the patient’s con- 
dition that is remarkable, and on the whole, there 


willing to furnish the necessary statistics to back 
their argument. But after a personal experience 
with one thousand cases of clamp and cautery opera- 
tion, extending over a period of ten or twelve years, 
I am perfectly satisfied with the results. As to the 
advantages of this operation over that of the liga- 
ture and modifications, the best argument I can ad- 
vance is that offered by the house surgeon of St. 
Mark’s Hospital, London. the home of the ligature 
operation. (“The after results of the Operative 
Treatment of Hemorrhoids” a study of 300 cases, 
by H. Graeme Anderson, M. B., St. Mark’s Hos- 
pital.) One hundred and fifty cases were operated 
upon by the ligature, 100 by the Whitehead, and 
50 by the clamp and cautery. 

Pain. Clamp and cautery, severe, none; moder- 
ate, 30 per cent; very little, 70 per cent. Ligature: 
Severe, 10 per cent; moderate, 57 per cent; little, 
33 per cent. Whitehead: Severe, 16 per cent; 
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moderate, 56 per cent.; little, 28 per cent. 

Catheterization, Ligature, 10 per cent., required 
catheter ; Whitehead, 6 per cent., required catheter ; 
clamp and cautery, none required catheter. 

Control of the sphincter. After the clamp and 
cautery operation, control returned on the average 
on the sixth day, in the ligature operation, on the 
tenth day, and in the Whitehead operation on the 
fourteenth day after operation. 

Contraction of the anal canal. Not one in the 
clanip and cautery cases showed the least tendency 
to contract. In the ligature cases, 4 per cent., 
showed some contraction, in 5 per cent., marked 
contraction. In the Whitehead cases, 56 per cent., 
showed a tendency to contract. In 9 per cent., there 
was a decided contraction. 

Development of tabs. Clamp and cautery opera- 
tion, 50 per cent; Ligature, 40 per cent.; White- 
head, 70 per cent. In 6 per cent., of the clamp and 
cautery, 15 per cent., of the ligature and 5 per cent., 
of the Whitehead, the tabs required removal after- 
wards. 

Hemorrhage. In one clamp and cautery case, 
due to carelessness of the nurse, in no Whitehead 
case was there recurrent hemorrhage, but there 
were two cases of secondary hemorrhage. After 
the ligature operation, one case of hemorrhage, due 
to the patient interfering with the dressing. 

Abscess, fistula and ulcer. None complicated the 
- clamp and cautery operation. A partial abscess fol- 
lowed by a fistula occurred in one of the ligature 
cases. Small fistula and two causes of chronic in- 
fectious ulceration after Whitehead operations. 

Recurrences. One aiter ligature; and one fol- 
lowing Earl operation. 

Duration of treatment. Clamp and cautery cases 
remained in the hospital on an average of ten days. 
Ligature cases, twenty-one days, Whitehead cases, 
twenty-six days. 

I shall rest my case on this analysis by the hospi- 
tal surgeon of the only hospital devoted to the 
treatment of rectal diseases, where the ligature 
operation is practised almost exclusively and where 
there is the greatest prejudice against the clamp 
and cautery operation. The figures speak for them- 
selves. 

There is one drawback to the clamp and cautery 
according to the statistics of Mr. Anderson, but 
this can be readily explained. For years I have ad- 
vocated the thorough removal of skin at the time 
of operation. In fact, I have made it a point, and 
in this my colleagues will bear me out, to impress 
the students that it is very much worse to remove 
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too little than too much skin. The skin is very 
elastic owing to the conformation of the parts, the 
surfaces come together and obliterate the space; if 
the skin is not thoroughly removed, tabs are almost 
certain to result; the edema following the opera- 
tion when these skin tabs are left cause the patient 
much more pain and discomfort not only during 
convalesence but long afterwards, than the original 
condition for which he was operated upon. I am 
aware that Lilienthal has advocated multiple, radia- 
ting incision of the skin all around following the 
operation, to do away with this condition, but I 
have never been as well satisfied with a makeshiit 
like this, compared to the thorough removal of the 
skin at the time of operation. Now this appar- 
ently is the only drawback. In my own experience 
and that of Dr. Tuttle, the clamp and cautery in 
the majority of cases is by long odds the most satis- 
factory operation, not alone for the expert, but also 
for the man who does an occasional operation. But 
it is not only the operation, but the subsequent care 
of the patient that counts for good results in all 
these rectal operations. When the hemorrhoid is 
removed, we have a raw surface. Owing to the 
tendency of the canal to contract, two raw surfaces 
exist where each hemorrhoid is removed. In other 
words from time to time when the muscle contracts 
these cut surfaces are brought together and firm 
union eventually will ensue and stricture result. If 
the surgeon paid as much attention to the after- 
treatment of his hemorrhoidal cases as he does to 
the preparation, he would have much better results, 
and fewer complications. 

We are in the habit of introducing the Lynch 
tube after operation. It keeps the sphincter di- 
lated and allows the gas to pass out without any 
pain to the patient. If hemorrhage exists, it can 
be readily detected, and an injection of olive oil 
can be given through the tube before it is re- 
moved. It is generally removed in 48 hours after 
the clamp and cautery operation, on the third day 
after the Whitehead operation. After this the 
patient is given an injection of olive oil to remove 
faeces that may have accumulated in sigmoid, or 
some very mild cathartic, and I might mention 
in passing that the patient should never be given 
a saline cathartic following hemorrhoid opera- 
tion, because the stool resulting is very fluid and 
contains a‘great deal of highly irritating sub- 
stances in solution, which will cause intense 
tenesmus. What one requires after an operation 
of this character is a soft, mushy movement. It 
is often surprising to patients how little incon- 
venience follows a movement of this kind. The 
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parts subsequently should be washed out with 
warm Saline solution to remove any particles of 
fecal matter that may accumulate in the canal 
and cause irritation. Afterwards we use an oint- 
ment of boric acid, ichthyol or some bland oint- 
ment that keeps the part lubricated and prevents 
contamination of the wound. The patient is kept 
under supervision until absolutely well. It takes 
from five to six weeks before everything is healed, 
but after the first four or five days the patient 
suffers very little inconvenience, and, in fact, 
feels very much more comfortable than he did 
before the operation. 

Whitehead Operation. The Whitehead operation 


Figure 2.—From a photograph of a Prolapsing, Ulcerated, Internal 
Hemorrhoid, with External Hemorrhoid, Complicated by 
Fissure and Skin Tab. 
as .modified by Tuttle has given excellent re- 
sults in our hands. A description of this opera- 
tion can be found in Tuttle’s text-book. There are 
only a few points in connection with it that I 
would discuss. I prefer the mattress suture, as 
it gives better apposition and seems to me to be 
followed by better results. Of course, primary 
union is imperative. We have never had an in- 
fection following this operation. If a stricture 
should occur it is confined to the mucous mem- 
brane, and can be readily overcome by gentle 
massage, but it would not occur if these patients 
were frequently examined, and the post-operative 

treatment is properly carried out. 

The bowels are moved the fifth day after opera- 
tion in the manner already described in connection 
with the clamp and cautery operation. After this 
they are irrigated twice daily with very warm 
saline solution, a quart at a time, double catheter 
being used. 

INJECTION TREATMENT. This method is not 
very popular on account of the fact that it has been 
exploited by quacks. Since this branch of surgery 


has been taken up seriously by the regular profes- 
sion, however, very good results have been obtained 
in the hands of careful men. There are certain 
cases that need relief, but owing to some contra- 
indication none of the other methods can be em- 
ployed. Under such circumstances there is no rea- 
son why the injection method should not be tried. 

Our technic is as follows: After the patient 
has been properly prepared and the canal washed 
out with peroxide of hydrogen, and a speculum is 
introduced and held in position by an assistant, the 
hemorrhoid to be injected is selected and 3 to 5 
minims of a 5-10% solution of carbolic acid is 
injected into the hemorrhoid as the needle is with- 
drawn. A piece of gauze soaked in alcohol is ap- 
plied at the side of the puncture, and held there for 
some time to neutralize any phenol that may escape. 
The patient is instructed to remain quiet for a day 
and if the hemorrhoid should prolapse he is in- 
structed to return. Five days after another hemor- 
rhoid is selected and so on until all have been 
treated. It is sometimes necessary to inject the 
hemorrhoid more than once, but by care, patience 
and perseverance the entire hemorrhoidal area can 
be obliterated and good results obtained. This is 
not as satisfactory as the more radical operations 
because recurrences are more frequent and those 
patients are genera!ly obliged to return for the same 
treatment. 

Of the palliative operations destructive of hemor- 
rhoids, the best is electrolysis. This we have tried 
in some cases and the results have been fairly sat- 
isfactory. 

In conclusion, I would say that watchful super- 
vision until the patient is entirely cured is neces- 
sary to obtain good results. 

I have already expressed my views on local an- 
aesthesia in a paper in the AMERICAN JOURNAL OF 
Surcery, January 1907, and I have nothing to add 
to this. My views are the same now as then. My 
conclusion then was that a man who promises and 
tries to operate on any and all rectal conditions 
under local anesthesia is either inexperienced or in- 
different to results. To the man who selects his 
cases intelligently local anesthesia will prove a val- 
uable aid. 


INFANTILE RESISTANCE. 

In the first few weeks of life it is astonishing the 
amount of violence and injury that may be inflicted, 
without producing shock in the little patient. How- 
ever, the fact is that infants up to two or three 
months of age show much less evidence of shock or 
pain after surgical procedures than they do after 
that time—STANLEY STILLMAN, Southern Califor- 
nia Practitioner. 
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FRACTURES OF THE SPINE.* 
Cart Sawyer, M. D., 
MARION, OHIO. 


Fractures of the spine constitute one of the most 
serious disorders with which the surgeon has to 
deal. Owing to the delicate structures housed 
within the bony canal, injury to the column en- 
dangers not only the entire future welfare of the 
patient, but his life as well. 

ETIOLOGY. 

Fortunately the disorder is a comparatively rare 
one. Most statistics show that it constitutes much 
less than one per cent. of all fractures. Our own 
records give it as 14.3 per cent. of the fracture cases 
treated. Men are much more often than women 
the recipients of the injury, because they are en- 
gaged in the more hazardous occupations. 

Among our cases we have but one woman, she 
receiving her injury by falling from a street car. 
All ages are liable to the disorder; the greater num- 
ber, however, appear during the active periods of 
life, 25-45 years. Our youngest case was eleven, 
the oldest was nearly fifty. Violence of some va- 
riety is always the exciting cause. The force may 
be applied, (1) directly at the point of fracture, or 
(2) indirectly, striking above or below the seat of 
ultimate injury. 

The direct causes are of three kinds: (1) By 
sudden extension the atlas is jerked forward and 
the odontoid process of the axis is broken. Many 
deaths by hanging are caused by this injury. (2) 
The individual may fall, striking the arches of the 
vertebrae on some hard object. One of our patients 
dropped from a tree and struck on a small stone. 
The thoracic portion of the spine is the one usually 
injured in these cases. (3) The individual may be 
struck by some hard object which is advancing at 
great speed. The most common examples of this 
class are injuries by gunshot, flying timbers and 
moving wheels. 

The indirect causes are of three varieties. They 
operate by bending the column beyond its normal 
range, forcibly and usually quickly. 

(1) Hyperflexion is a common occurrence. Case 
No. 6 of our series was standing on a track with 
his feet between the ties facing away from a car 
loaded with stone, which was being pulled up an 
incline. The chain attached to the car broke and it 
rushed down upon him, throwing him forward. 
When assistance arrived he was found bent upon 


* Read at the Eighteenth Annual Meeting of the Association of 
Erie Railrcad Surgzons, New York, October 5, 1909, 


himself, his head and shoulders being forced be- 
tween his legs. Autopsy showed a fracture of the 
upper thoracic spine. 

(2) Sudden extension may be produced in al- 
most the same fashion. The patient with the feet 
caught is struck in front, and the upper part of 
the body is thrust backwards beyond the normal 
range, snapping one or more vertebrae. 

(3) Rotation of the spine beyond its physiologi- 
cal limits may cause a fracture, although the result 
is more likely to be a pure dislocation. In case No, 
3 the patient was wrestling with a playmate who. 
suddenly turned his head to one side, crushing a 
cervical vertebrae. 

The feature of all indirect fractures is that one 
extremity of the body must be fixed and the other 
movable, and that movement must extend beyond 
the normal physioiogical range for that patient. One 
individual may receive a fracture from a small bend, 
while another may completely reverse the normal po- 
sition without any serious consequences. Sudden 
impact is more likely to cause injury than a slow one. 


PATHOLOGY. 

The pathology of spinal fractures depends upon 
(a) the force exerted; (b) the angle of impact, and 
(c) the distance beyond the normal range of motion 
the parts are placed. 

(a) The force exerted influences direct fractures 
more than indirect because in the indirect any mo- 
tion past the normal may cause dire results. There 
is scarcely any doubt that many falls from a stand- 
ing to a sitting position cause a partial fracture of 
some portion of the spine. This is especially true 
of fractures of the coccyx and of the spinous 
processes. 

The real damage is so slight, however, that no 
serious symptoms arise. One of our patients slipped 
on getting off a train in the rain one night and fell, 
striking the buttocks against the platform. An ex- 
amination at the time showed the end of the coccyx 
fractured and very movable. The patient refused 
medical attention, but when examined several weeks 
later the fractured portion was found firmly united 
and in good position. She had had no unpleasant 
symptoms, excepting a soreness for a few days. On 
the other hand, falls from a height with great force 
of impact produce definite fractures with extending 
symptoms, owing to the fact that considerable dis- 
location is produced at the same time. 

(b) The angle of impact plays a great part in 
determining the location and extent of the injury. 
When the force is exerted directly upon the spines 
of the vertebrae the arches alone are broken. When 
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the force is more to one side of the spinous process 
this is the only part injured. When the force is to 
one side or the other of the spinal column, the trans- 
verse processes may be broken or the arch on that 
side may be destroyed. When the force strikes one 
end of the spine the other end, being flexible, bend- 
ing it forward, there is usually a crushing of the 
bodies of the vertebrae. When the force is exerted 
from both sides, any one part or all parts of the 
vertebrae may be crushed. 

(c) The distance the spine is bent beyond the 
normal has the least to do with the extent of the 
lesion of any of the three factors. With most cases 
complete injury has been caused by a swing of a 
few inches beyond the usual range; a great bend 
only makes more positive and hopeless injury. 

The region also determines somewhat the pathol- 
ogy. The most common sites of direct fractures are 
the cervical and thoracic portions. This is due to the 
smaller size of the vertebrae in these regions and to 
their unprotected positions. Fractures from indi- 
rect violence occur most frequently at the thoracico- 
cervical and thoracico-lumbar junctions. This is 
due to (a) the free mobility of these parts, (b) to 
the fact that here a flexible and a rigid portion unite, 
and (c) to the fact that both of these regions are 
far enough from the ends to be affected by leverage 
from each direction. 

Aside from the actual crushing of the bone there 
are other marked pathological findings. As in all 
other fractures, the surrounding soft parts are 
badly crushed and at times lacerated. When the 
bodies are destroyed, the arches are torn apart and 
stand gaping open. The discs between the bodies 
are torn and all the ligaments about the parts are 
lacerated and torn loose. 

These injuries, however, are of little importance 
in comparison to those sustained by the spinal cord. 
Owing to its size, it being smaller than the bony 
canal, and to its suspension from the bony parts, 
it occasionally is not injured as severely as the bony 
lesion would indicate. But it rarely escapes com- 
pression, if the bony injury is such that it can be 
readily diagnosed. Its injury is brought about by 
(1) the slipping of one vertebra upon another, 
thereby crushing it between the hard substances, 
(2) by being pierced by a piece of bone, (3) by a 
hemorrhage which severely destroys its substance. 

In the first case the cord injury depends upon the 
amount of dislocation; in the second, on the size 
of the piercing part, the distance it travels and the 
direction it takes, and in the third, on the amount 
of blood and pus oozed into the parts. 


In all of these the ultimate injury is the same, a 
myelitis more or less extensive. In some cases of 
small hemorrhages the softened areas appear very 
minute, being visible only under the microscope. In 
greater ones (complete crushing by dislocation), the 
entire section of the cord is destroyed. In these cases 
it may be soft throughout and is of a white, yellow- 
ish or red color. 

It rarely happens that the cord is torn completely 
in two, though this has been known to occur. More 
often from one to seven inches of it is crushed into 
a pultaceous mass. It is rare that the bony portion 
of the column sustains only a fracture. Practically 
always there is an accompanying dislocation, both 
of the fragments and of the bony segments on one 
another. 

SYMPTOMS. 

The symptoms of the disorder are varied, accord- 
ing to the extent of the lesion. Ina few rare cases 
they are almost nil. Some authors state that many 
of the so-called sprains and strains of the back are 
really fractures. Others have cited cases in which 
there was a fracture verified by X-ray examina- 
tions, in which there were no unpleasant symptoms. 
These instances, however, are rare and should not 
govern us in making an examination. The usual 
local signs of fracture may or may not be present. 
In one of our cases there was a well marked gibbus 
and considerable crepitus, there being a fracture of 
the posterior arches. In none of the others were 
there any local signs. The pain complained of was 
variable; some suffered, some did not. In no in- 
stance did it help to locate the true lesion. Occasion- 
ally the position the patient is found in following the 
injury may assist in determining the kind of frac- 
ture sustained, or the sort of accident he has had 
may give some clew to the results produced. 

If possible an X-ray examination should be made 
at once, for by it alone can many fractures be lo- 
cated. The question to be solved, however, is not 
the extent of the bony injury, for broken vertebrae 
heal as kindly as any other bones, but how much 
damage has been done to the cord and where it was 
done. To correctly answer this question the patient’s 
symptoms must be studied in relation to the anatomy 
and physiology of the cord. 

A few cardinal principles must be kept in mind 
when conducting the examination. The spinal cord 
may be divided into 31 segments, each segment con- 
sisting of a mass of gray and white matter, from 
which a pair of spinal nerves arise. These segments 
are joined together by a number of tracts which run 
parallel to the long axis of the cord, and form its 
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white matter. The former of these conduction paths 
control that part of the body to which its nerves 
pass. The latter conduct impulses to and from the 
brain. In considering lesions of the cord the func- 
tions of both of these portions must be considered. 

Another important fact is that in the lower cervi- 
cal all the thoracic, lumbar and sacral parts of the 
cord, the level of the segment from which the nerves 
arise, is above the point of their emergence from 
the bony canal and from their distribution over the 
skin; also that the cord extends only to between 
the first and second lumbar vertebrae. The lower 
portion of the canal is occupied by the nerve termi- 
nals which arise from segments higher up and which 
do not leave the canal until lower down. 

Usually immediately following the accident there 
is a marked change in all parts below the seat of in- 
jury. A sensory and motor paralysis appears; the 
muscles affected become limp and the limbs roll 
about awkwardly; the reflexes are diminished or 
lost ; incontinence of urine and paralysis of the rec- 
tum appear; priapism may or may not occur; and 
soon after the injury cramp-like feelings come in the 
muscles and annoy the patient. It is not true that 
the level of the symptoms coincides with the level 
of the lesion. Owing to the fact that the nerve 
trunks emerge from the canal at a lower level than 
their origin in the cord, the level of the symptoms 
must be below the level of the lesion. 

For the most part fractures of the first four verte- 
brae terminate fatally at once. (Battle reports a 
case, verified by X-ray, of a man falling down stairs 
and breaking the body of the axis without any seri- 
ous symptoms.) Respiratory paralysis develops, due 
to injury to the phrenic; the total body below the 
lesion is anesthetic, the muscles being flaccid. Re- 
flexes are absent and Babinski’s phenomenon exists. 
The temperature rises and a deformity can be felt 
in the throat. Death supervenes early. 

Fractures of the lower three cervical segments 
show much the same symptoms as the upper three, 
excepting that the breathing is more diaphragmatic 
and a small strip on the outside of the arms may 
retain sensation and motion. Death may not come 
at once. Case four of our series lived several years 
and died of infection. Fractures of the thoracic 
vertebrae cause paralysis of the spinal, costal, ab- 
dominal and leg muscles. There is entire loss of 
control of the bladder and rectum, usually with re- 
tention. Owing to the fact that there is an over- 
lapping of the sensory portion of the nerves the line 
of anesthesia is 3 to 4 inches below the lesion. 
Patients with this injury usually survive for vears 


Fracture of the first lumbar produces a paralysis 
below the lesion and an anesthesia extending down- 
ward from the upper portion of the thigh: Frac- 
tures of the lower four lumbar vertebrae and of the 
sacrum do not injure the cord, but the equina. The 
symptoms are paralysis of the outside of the feet 
and peronei; incontinence of urine; anesthesia over 
the buttocks, about the anus and over the posterior 
part of the genitals. Lesions in this — seldom 
present symmetrical symptoms. 

In practically all fractures of the spine, except- 
ing those of the cauda equina, the lesion is trans- 
verse, producing bilateral symptoms. In a few it 
is unilateral, causing one to make an incorrect diag- 


Figure 1.—Head’s Diagrams. (Butler.) 


nosis. Head’s diagram should always be at hand 
when examining a patient, and all areas should be 
carefully plotted. 

DIAGNOSIS. 

Sudden paralysis developing after a twist of, or 
blow of, or fall on the spine, speaks for fracture or 
dislocation. Crepitus, pain on pressure over a given 
vertebra, and verification by the X-ray, make the 
diagnosis complete. The extent and location of the 
injury to the cord is determined from the symptoms. 

PROGNOSIS. 

The higher the lesion the worse the prognosis, 
both as to life and as to the degree of recovery. 
Since nerve tissue does not repair readily when once 
destroyed, little can be expected. It is true, how- 
ever, that if the lesion is not complete, and if death 
does not supervene early, judiciously applied elec- 
trical and massage measures will work wonders with 
the case. Tympanites, infection through the bladder, 
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or from the sores which develop, and general emaci- 
ation, are the most common causes of death. Inter- 
current diseases claim many cases. A fatal termina- 
tion may come any time within the first 4 weeks. If 
the patient survives this time his chances of living 
are good. But rare, indeed, are the cases with 
complete functional results, and never should a 
perfect restoration be predicted. Time alone will 
settle the amount of use of the parts the patient will 
have. 
TREATMENT. 

The treatment of these fractures can be divided 
into two great stages: (1) Early, and (2) Late. 

The early stage exists from the time of receipt 
of the injury to about 6 weeks after. During this 
period the surgeon must decide: 

(1) What shall be done immediately following 
the injury? 

(2) Shall operation be performed? 

(3) What fixation methods shall be employed? 

(4) How shall the health of the patient be main- 
tained ? 

(5) How shail complications be met? 

Much depends upon the immediate care. The 
patient should be handled carefully on some hard 
object such as a board or stiff cot. Do not move the 
broken parts any more than is absolutely necessary. 
Never have a patient of this kind sit up; if there 
is much dislocation present reduce it if possible by 
gentle measures. Get the patient into a firm bed, 
well supported, and institute measures to combat 
shock. Defer a complete examination until the 
patient has rallied. This having been accomplished, 
the question of operation arises. 

Rare, indeed, is the case needing a laminectomy. 
anyone who has opened the spinal column will agree 
that it is a serious and difficult task very unlikely of 
good results. The X-ray advice is the only safe 
guide in this stage. If any piece of bone is found 
piercing the cord it should be removed by surgical 


. measures. As for the removal of the symptoms too 


much should not be expected; the damage has 
usually been done beyond immediate repair. Three 
of our patients were operated upon. None was 
helped in any way. The patient making the only 
satisfactory recovery was refused an operation. At 
least 48 hours should elapse before any surgical in- 
terference should be undertaken. This gives the 
patient time to recover from the immediate shock 
and for defining the lesion. 

Should operation be attempted the muscles are 
denuded and opened well back. All loose pieces of 
bone are removed, the dura opened freely and all 


blood clots, crushed tissue and foreign substances 
taken out. The less the cord is handled the better, 
Operations performed more than two weeks after 
the receipt of the injury are rarely beneficial. Cauda 
equina lesions do not follow exactly the same rule as 
all others ; operations in this region oftentimes prove 
beneficial, nor are they as great a danger to’ the 
patient. 

If operation is needed, the case must be treated fo 
the time as any other fracture; the broken parts 
must be fixed so as to unite as satisfactorily as pos- 
sible. This is best accomplished by placing the pa- 


Figure 2.—Fracture Patient with Sand Bags in Place. 


tient flat on his back in a bed without springs, but 
with a soft mattress. To secure fixation we have 
used two methods. In one we put over the patient 
a bar having a loop which goes around each axilla, 
and another one going beneath the chin and occiput. 
This is fastened securely with a cord to the head of 
the bed. Then the feet are lowered and the head 
raised sufficiently to make the body act as a coun- 
terweight on the head harness. In the second plan 
we raised the head of the bed slightly and placed 
heavy sandbags on either side of the patient’s thorax. 
At all times the body is kept in a straight line. When 
needed the knees may be bent and the legs lifted 
without endangering the results. A draw sheet is 
placed beneath the buttocks to catch the fecal 
material. 

A light diet, with abstinence from meats and 
other bulky foods, is permitted. The patient is 
encouraged to use the movable parts of tle body 
considerably, unless the fracture is cervical; then 
only the face muscles should be used. 


1S: 
4 
C- 3 
1€ 
et 
er 
Or 
m 
S- 
it 
| 
= 
é 
3 
: 
4 
or 
S. 
S, 
h 
h 
i 


AMERICAN 
248 JOURNAL OF SURGERY. 


SAWYER—FRACTURES OF THE SPINE. 


August, 1910. 


Complications are numerous and usually seri- 
ous. First come intercurrent affections. If the 
lesion is high up pneumonia, due to the disturbed 
respiratory action, is common. It usually proves 
fatal. One of our cases died in the fourth week 
from a rapidly progressing form of this disorder. 
General infection from bed sores always develops. 
These sores are due more to disturbed trophic 
action on the part of the nerves than to pressure. 
True they always come where pressure is ex- 
erted, but they do appear when there is no such 
cause. They are found low down on the back 
and over the buttocks, over the upper surfaces of 
the toes, the heels, the insides of the knees, etc. 
They are seldom prevented; wrapping in cotton, 
padding, etc., nearly always fails. Large pieces 
of tissue—in one of our cases—nearly a pound— 
slough out, a dreadful stench arises. and deep 
ugly cavities result. A diluted mixture of iodin 
and aqueous calendula serves to keep them in a 
healthy condition after the dead portions have 
been removed. Oftentimes after long duration 
they will heal. 

Cystitis, due to the frequent catheterization 
and to the fact that the membranes of the urinary 
tract are also undergoing trophic changes, nearly 
always results. Hexamethylerie tetramine and 
an occasional washing with a return flow cath- 
eter and boric acid or Thiersch’s solution seem 
to minimize the dangers from this score. 

If the sphincters become tetanic care should be 
taken not to tear these with metal sounds. It is 
better to use a small linen catheter at first; 
later, when dribbling takes place, a urinal should 
be installed. This should be examined frequently 
to see that it is not macerating the penis, thereby 
causing nasty sores to develop. 

The bowels in all cases prove stubborn, due to 
the paralysis caused by the lesion. They should 
be moved every second or third day. The best 
way at first is to let the contents pass into the 
sheet; later, a low bed pan may be used. Few 
things by mouth result favorably. Calcined mag- 
nesia and citrate of magnesia result best. Of 
late we have used phenolphthalein with good re- 
sults. One of the best methods is to inject about 
2 quarts of a weak methylene blue solution high 
up in the bowel with a sigmoid tube. Then, with 
the fingers of one hand in the rectum, and the 
other kneading the abdomen, gently work the 
fecal matter away. The methylene blue acts as 
a satisfactory anti-fermentative. 


Frequent sponge baths should be gives, care 
being taken not to disturb the broken parts, 
After the first week light massages are to be 
started. 

After the sixth week the program should be 
varied. Electricity, massage, hydrotherapy, pho- 
totherapy, supports, attempts at motion and 
passive movements, are to be commenced. Our 
plan has been to vary the electrical treatments, 
using faradism one day and galvanism the next. 
If the patients still have contractions at this 
time the faradism should be omitted. All the 
muscle points in the paralyzed area should be 
stimulated with faradism and those not respond- 
ing to faradism should be especially worked upon 
by the galvanism. Static electricity and the 
violet ray are both of doubtful use, although we 
see that each case has these on alternate days. 

The chief aim of the massage is to keep the 
muscles from atrophy, consequently it must be 
thorough, picking up all fibers involved and 
reaching to all parts of them. Care should be 
taken not to bruise the tissues, as this often- 
times produces areas from which sloughing may 
result. It is best to start with light movements 
and increase the deeper ones. 

The use of the vibrator is indicated in all cases 
where there is no spastic condition of the muscles. 
By bringing more blood to the tissues and there- 
by removing more waste, it tends to keep the 
structures in a healthy condition. 

The hydropathic measures have a three-fold 
object. If left alone all of these patients acquire 
a dry, harsh skin with little perspiration. The 
application of water and salt baths tends to 
overcome these defects and thereby assists the 
excretory powers of the skin. The various tem- 


. peratures afforded by water also greatly assist 


the nervous system. One of our plans is to 
place the patient in a tub of water at 100° 
Fahrenheit and then to reduce this to 75° or 80° 
and, on removing the patient to give him a brisk 
rubbing. Local applications along the spine 
prove of great benefit. Hot fomentations to the 
injured area assist in absorbing deleterious sub- 
stances. Streams of hot water, followed by cold 
driven at a fair amount of force, prove beneficial 
if the patient can stand such severe measures. 
The electric bath is of great use in all cases. 
The chief aim of phototherapy is the concen- 
tration of blood in the parts. While its virtue 


is not exceptional it certainly does assist in the 
We have secured our 


recovery of the patient. 
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best results from a high-powered incandescent 
lamp, with the heat full upon the injured area. 
The mechanical supports needed depend entirely 
npon the condition of the patient. We prefer 
steel braces to any other measures. Plaste1 of 
Paris has never given good results in our hands. 
It is uncleanly, hard to handle and cannot be 
changed readily to permit examination of the 
case. In some cases the brace is for the back 
only; in others it supports the head and is built 
from the ground up. The essential features are 
that it supports the patient, fits closely and does 
not add to the deformity. 


Figure 3.—Stimulating the muscle points by electricity. 


It may seem a waste of energy to ask the 
patient to attempt to move the paralyzed parts, 
yet it is one of the great measures we possess to 
regain their use. We make it a practice to re- 
quire the patient to spend ten-minute intervals 
every few hours in trying to move the useless 
members. We coach them to move the great 
toe on one foot, to try to draw the leg up, to 
swing the foot, etc. After days spent at seem- 
ingly useless endeavor we have seen slight 
movements appear in one of the toes, and in 
one case we have seen that grow until the patient 
is again able to walk with a cane. After the first 
movement the patient should be told to do others, 
and as fast as a new one is acquired to push along 
to the next. Care must be taken, however, that 
they do not overdo themselves and thereby de- 
feat the purpose they are working for. 

Passive movements should be attempted as 


soon as the fractured parts have united. The 
arms and legs should be moved regularly about 
the third week. All the joints should be kept 
limber and as far as possible the members should 
be moved through their normal course of mo- 
tion. By combining the passive movements with 
the willing for miovement on the part of the 
patient, a great deal may be accomplished. In 
the event of function being partially restored, 
the patient should be coached to advance to the 
normal as rapidly as possible. Perambulators 
and walking machines ought to be at hand in all 
instances. Cases of several years standing sel- 
dom yield good results. Those taken sufficiently 
early, however, should be labored with heroical- 
ly, as oftentimes good results may be obtained 
when everything indicated that the case was in- 
curable, and he who rescues one of these un- 
fortunate beings from the shackles so rudely 
thrust upon him has veritably rescued a man 
from a life of horror and agony and distress. 


INDICATIONS FOR OPENING THE EAR Drum. 


1. Earache.is but a warning of perhaps dan- 
gerous disease, the pain of which may be masked 
by opiates to the ultimate risk of the patient’s life. 

2. If the drum-head be much reddened or bulg- 
ing, or if fluid be detected or if the earache be very 
severe and not relieved by general and local treat- 
ment within 24 hours, it is advisable to incise the 
membrane at once before it bursts, as the character, 
location and extent of the tissue-destruction is 
thereby limited. 

3. Pain is relieved at once by a free incision the 
course of the disease is shortened, the symptoms 
mitigated, and sequele prevented by this and ap- 
propriate after-treatment. 

4. If the case be seen after spontaneous perfora- 
tion, the hole in the drum-head will often be found 
to be too small or poorly adapted for proper drain- 
age, and it may be advisable to enlarge it by a free 
incision. 

5. The little operation gives but temporary pain, 
and if the physician does not make too much of a 
show, will be tolerated by any patient, who will be 
thankful for the relief afforded his symptoms. 

6. Meddlesome after-treatment should be dis- 
couraged, as when the diseased part is protected 
from further infection, and the discharge not too 
frequently removed, the case will usually run a 
mild course—H. V. WupbEMANN in Northwest 
Medicine. 
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LOCAL ANESTHESIA. 
ARTHUR E. Hertzcer, M. D., 


KANSAS CITY, MO. 


(Continued from the July number.) 

Intravenous anesthesia (Bier) will be taken up 
under operations upon the extremities. 

The periosteum can sometimes be anesthetized by 
passing the needle under it, forcing the fluid along 
between it and the bone, but usually the results are 
not entirely satisfactory and when the periosteum 
must be attacked rapid, skillful operating is the best 
way out of the difficulty, except in certain situations 
(see resection of ribs and operation upon the ex- 
tremities). 

Drucs EMPLOYED. 

A great many drugs have been employed in the 
production of local anesthesia, but most of them 
have gone so completely out of use that even a men- 
tion of them is not warranted. Cocain was the first 
to be employed extensively and has remained to date 
the drug most commonly used. Several others have 
been extensively used, especially eucaine, novocain 
and stovain. They are on the whole less dangerous 
and less efficient than cocain. We desire particu- 
larly to recommend quinine as a safe and efficient 
substitute for cocain. Because of the extensive ac- 
quaintance of the profession with the use of cocain 
this drug will here be first considered, however, to 
be followed by a detailed consideration of quinine, 
which has with us nearly supplanted cocain as a 
local anesthetic. The less commonly used anes- 
thetics will also receive brief mention, although we 
do not employ them, 


CocaIN. 


Cocain has been used more than any other sub- 
stance for the production of local anesthesia. The 
cause of this popularity is its efficiency, and because 
of this it has continued in use notwithstanding its 
positive dangers. The number of fatalities has be- 
come greatly reduced since weaker solutions came 
to be used. On the other hand, the fear of its toxic 
effects has deterred many from using it at all and 
many others are satisfied with partial results rather 
than push it in order to obtain complete anesthesia. 
It has the property of inhibiting the transmission of 
painful impulses when it comes in contact with 
nerve endings or with the shaft of the nerve. Be- 
cause of its poisonous properties cocain can be used 
locally only, either by topical application to surfaces 
capable of absorbing it, or by injection about the 
nerve endings or about or into the nerve sheaths. 


External application. All mucous surfaces may 
be anesthetized by the local use of cocain. In opera- 
tions about the eye and nose this means of anes- 
thesia is almost universally employed. Because of 
the relatively small amount required in these regions 
cocain is safe. About the genito-urinary organs, 
because of the large surface requiring larger 
amounts of the solution, its dangers have been much 
more apparent and few operators at the present time 
care to risk them, preferring rather to accept the 
inconveniences of general anesthesia. 

Strength of Solution. For local applications 
particularly in the eye and nose, a 4 per cent. 
solution is most frequently used. In the nose, 
solutions of half that strength give a very sat- 
isfactory anesthesia, particularly when combined 
with adrenalin, and are preferable since the 
stronger solution may give rise to alarming symp- 
toms. In the eye, stronger solutions, up to 10 per 
cent., are sometimes employed and because of the 
small amount absorbed they are relatively safe, but 
they are probably unnecessary since the weaker so- 
lution gives perfect anesthesia if properly used. 

Methods of Use. The thorough application of a 
weak solution known to be safe, usually gives better 
results than stronger ones timidly used because of 
anticipated danger. With either weak or strong 
solution all surfaces it is desired to anesthetize must 
be touched and time must be allowed for absorption 
to take place. The conjunctiva is effectually anes- 
thetized by dropping the solution into the eye by 
means of a medicine dropper. Care must be taken 
that it is allowed to come in contact with the entire 
surface to be operated upon. In local operations, 
as in the removal of a tumor, it may be advanta- 
geous to apply the solution to the region of the pro- 
spective site of operation with a pledget of cotton. 
From five to twenty minutes are required to secure 
complete anesthesia. In the nose the anesthetic may 
be introduced by means of a spray or by mears of a 
pledget of cotton. The former is the more conveni- 
ent method inasmuch as all regions of the nose can 
be easily and quickly reached. For intensive action, 
however, it is best to apply the solution to the point 
of prospective attack by means of a pledget of cot- 
ton. By this means the drug is allowed to act until 
the desired degree of anesthesia is obtained, which 
usually requires from five to twenty minutes. When 
a local anesthetic is applied to a mucous surface it 
must be remembered that a secretion may be excited 
which tends to dilute the fluid used or the mucus 
secreted may form a viscid coating over the cotton, 
preventing a further diffusion of, the anesthetic. 
For this reason the cotton pledget should be fre- 
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quently changed. The spray gives a sufficient anes- 
thesia for those parts not directly attacked in the 
operation and is useful in inhibiting the irritability of 
the mucosa should it be touched accidentally or inci- 
dentally during the course of the operation. It is 
usually desirable, therefore, in extensive operations, 
to combine these methods. 

Dangers. It is hardly possible for enough of the 
chemical to be absorbed from the eye to give con- 
stitutional symptoms. In the case of the nose, how- 
ever, constitutional symptoms have been produced. 
With the solution above mentioned there is little 
danger of constitutional effects, particularly if an 
excess of the fluid is not used. In the use of the 
spray only enough to moisten the mucous membrane 
of the nose should be used. If the spray continues 
until the fluid runs into the mouth the danger of 
absorption is greater without a corresponding in- 
crease in efficiency. In applying the stronger solu- 
tion by means of a cotton pledget the excess of fluid 
should be pressed out in order to avoid its escape 
into the mouth. The pledget, too, should be no 
larger than is necessary to cover the field of opera- 
tion. With the very strong solutions, 10 per cent. 
to 20 per cent. recommended by some rhinologists 
for special purposes, constitutional effects of an 
alarming character may be produced. These strong 
solutions should be used only in individuals in 
whom, from previous use of weaker solutions, it is 
known that no idiosyncrasy exists. 

By Injection. Because of the slow rate of ab- 
sorption from surfaces other than mucous mem- 
branes it is necessary to employ some form of hypo- 
dermatic syringe in order to bring the solution in 
contact with the nerves or nerve endings. 

Strength of solution. When cocain was first em- 
ployed as a local anesthetic 4 per cent. or 5 per cent. 
or even 10 per cent. solutions were commonly em- 
ployed and a number of fatalities resulted. It is to 
the credit of Schleich to have worked out a plan 
whereby very much weaker solutions could be used. 
He employed solutions as weak as 1:10000. In 
order to enhance the anesthetic effect of the cocain 
he combined it with morphine in small amounts and 
sodium chloride in 0.2 per cent. solution. In a 
series of experiments he determined that these 
substances within themselves gave a fair degree of 
anesthesia. In order to employ these weak solutions 
it was necessary to use them in large amounts. This, 
however, was safe because of the small amount of 
the drug the solution contained. By using these 
large quantities of fluid an artificial edema is pro- 


duced which from the pressure upon the nerves and 
their endings aided very materially in the production 
of the anesthesia. The following formulas are those 
recommended by Schleich: 


1. Cocain Hydrochlorat .......... 0.2 3 gt 
Morphine Hydrochlorat ........ 0.02 \% gr. 
Sodium Chlorid (sterilized).... 0.2 te 

2. Cocain Hydrochlorat .......... 0.1 1% gr 
Morphine Hydrochlorat ........ 0.02 % gr. 

3. Cocain Hydrochlorat .......... 0.01 1/6 gr 
Morphine Hydrochlorat........, 0.005 1/12 gr 
Sodsam Chloride 0.2 Cie. 


Methods of Use. Cocain may be injected by. any 
of the methods previously detailed, Some operators 
use one method to the exclusion of others, while 
some use all methods, selecting the one best suited 
to the individual purpose. Infiltration is per- 
haps most commonly used in this country. It 
presupposes an accurate knowledge of the sensitive- 
ness of tissues and demands a greater accuracy of 
technic.. By this method the skin is infiltrated by a 
1/5 per cent. to 1/2 per cent. cocain solution to 
which may be added 5 to 15 drops of adrenalin 
solution (1I-1000) to the ounce of the fluid. The 
papillary layer of the skin is infiltrated after the 
method already described. The skin may be in- 
jected with a fair degree of tensity, forming a whit- 
ish ridge about the line of the needle, for in this way 
anesthesia is more certainly produced, and if the 
tissue is at once decongested by incision no harm 
can result. The width of the line of infiltration may 
be one-quarter to one-half of an inch more, The an- 
esthetic is complete as soon as the blanching ap- 
pears. After the skin incision is made the deeper 
structures may in turn be infiltrated in a similar 
manner. Structures other than the skin require 
each a special description, which will be taken up in 
the specific operations. 

Anesthesia by edematization with cocain solutions 
as introduced by Schleich consists in the use of 
large amounts of weak solutions the formulas of 
which have already been given. The anesthetic ef- 
fect is produced by pressure and by the 0.2 per cent. 
salt which it contains, as much, perhaps, as by the 
cocain itself. This is particularly true of the No. 3 
formula. The No. 2 solution of Schleich is usually 
employed in this method, although No. 3 is em- 
ployed when large areas of but slightly sensitive 
tissue are to be injected. A syringe holding several 
drams is most convenient. Matas has employed a 
special apparatus operated by compressed air. A 
large amount of the solution (up to a pint, Matas) 
is injected into the region of proposed operation in 
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amounts sufficient to produce a veritable edema. 
The more tense the edema the more perfect the 
anesthesia. It is safe to use in this manner two 
ounces of solution No. 2 and a pint of solution No. 
3- This method is effectual and very simple. It is 
the method by which many operations under local 
anesthesia are done. It has the advantage of being 
applicable where the exact distribution of the nerves 
is not known, The tissue so infiltrated admits of 
rougher handling, which is of advantage to the op- 
erator of limited experience. The distension pro- 
duced by the edema some operators find objection- 
able, and it certainly is undesirable where identifica- 
tion or exact coaptation of structure is of impor- 
tance, as in hernia operations. In certain opera- 
tions, as in the enucleation of encapsulated tumors, 
this edema may be a positive advantage. 

Blocking. When a nerve trunk to a region is ac- 
cessible it is an advantage to inject the anesthetic 
directly into the nerve sheath in order to “block” 
the transmission of all centripetal impulses. This 
plan is feasible in inguinal herniotomy and in many 
operations on the extremities, or in any region 
where a few nerves supply the sensation and can be 
reached for an injection. The technic has already 
been described and is the same for all drugs. For 
this purpose a 1 per cent. solution is recommended 
by Cushing. I employ a % per cent. solution, the 
same as is used in infiltrating the skin. This ob- 
viates the necessity of having two solutions. 

Toxicology. A word as to dangers or fatal 
results from very small amounts of cocain may not 
be amiss in this place. Ten drops of a 4 per cent. 
solution used hypodermatically have produced death. 
Eight drops of a 2 per cent. solution produced vio- 
lent symptoms in a girl of 12, and 4 minims of a 
3% per cent. solution produced convulsions followed 
by mania in a strong man. These instances are 
sufficient to show that very minute quantities may 
produce alarming symptoms and that in spite of 
every care unpleasant symptoms may arise. Wood 
recommends that a total of three-quarters of a 
grain be not exceeded and that no more be used 
locally upon mucous membranes than would be 
used by hypodermatic injection. If these amounts 
are not exceeded unpleasant results will rarely arise. 
The poisonous effects of cocain manifest themselves 
without warning. They cause pallor or slight cyan- 
osis, often with restlessness, and sometimes with a 
sense of impending disaster. More rarely sudden 
collapse is the first symptom. These conditions may 
extend into unconsciousness. Only the amount of 
drug entering the general circulation is of conse- 
quence, and larger amounts may be used if precau- 


tions are taken to prevent it entering the circulation. 
Constrictors placed proximal to the point of injec- 
tion will prevent its entering the general circulation, 
and when the incision is made much of the poison 
escapes. In such instances it is impossible to deter- 
mine with any degree of accuracy the actual amount 
absorbed, therefore the amount which might safely 
be thrown into the circulation should not be greatly 
exceeded. In some instances fainting from the 
sight of blood or from the thought of the operation 
may cause the patient to become pale, which may 
excite in the mind of the operator the fear of cocain 
intoxication. A differential diagnosis is not always 
easy, but in simple syncope the subject’s condition 
rarely assumes any other form than pallor, limpness 
and loss of consciousness. If cyanosis, dyspnea and 
sense of fear or great excitement appear, it is safest 
to assume that intoxication has taken place. In 
persons who have never had the drug used upon 
them especial precautions are necessary. If repeat- 
edly operated upon and they are found to bear the 
drug well larger doses may be risked. 

The treatment of cocain poisoning is not a matter 
of great importance. If caution in prophylaxis is 
not used treatment will avail little. The patient 
should of course be lain down if not already in the 
recumbent position, the clothing loosened and the 
respiratory action freed as much as possible from 
impeding conditions. Strychnine in small doses may 
be used as an agent little calculated to do harm. 
Morphine, except for delirium, is of no use. While 
when employed before the cocain is used it appears 
to have a certain prophylactic effect, as a curative 
agent it is without power. For convulsions chloro- 
form may be used. Ether, administered by the drop 
method, on a mask, has recently been employed and 
is believed to have a direct antidotal effect—J. L. 
Engstadt, Jour. A. M. A., March 19, 1910. 

QUININE. 

The various soluble salts of quinine are effective 
local anesthetics. We have used the quinine and 
urea hydrochloride most extensively, but the quinine 
dihydrochloride and the bisulphate give good results. 
The quinine and urea hydrochloride is stated by the 
manufacturers to be a double hydrochloride of urea 
and quinine, therefore, it is more than a mixture. 
We have used the two grain tablets placed on the 
market by the manufacturers. With this it is con- 
venient to extemporize any desired solution. This 
is more satisfactory than to keep a solution on hand. 

Since quinine promises to gain considerable prom- 
inence as a local anesthetic a short account of its 
action in the tissues may not be amiss. This is of 
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importance in order that certain changes occurring 
in the tissues may not be misinterpreted. 

When. a soluble salt of quinine is injected into the 
tissue an exudation is caused which is at first amor- 
phous, but which soon coagulates, forming a granu- 
lar fibrin. This forms whenever the quinine solution 
is confined in the tissue. It begins after a few 
minutes and is complete after 2z to 44 hours. The 
skin so infiltrated is thickened and has a reddish 
color, giving a superficial resemblance to round cell 
infiltration. It is not tender, as would be the case 
in inflammatory reaction, and sections show no 
round cells. The fibrin occupies the space between 
the connective tissue fibrils, displacing them, but 
leaving them for the most part uachanged. In the 
midst of such fibrin the connectve tissue fibers do 
seem to lose their specific tinctorial reaction to a 
slight degree, however. The granular fibrin so 
produced is not organized into adult fibrous tissue 
as is the fibrinous type or fibrin, as described in 
another place, but is absorbed after one or two 
weeks and the tissues resume the state in which 
they were before the infiltration was made. 

The importance of keeping these changes in mind 
is, in the first place, that when reddening of the in- 
filtrated skin occurs the conclusion will not be 
hastily formed that the reaction is an inflammatory 
one. More important still is the proper understand- 
ing of the results it is possible to obtain with the 
local use of quinine. If the skin is injected and at 
once incised the quinine solution escapes into the 
wound and the fibrin formation above described 
does not take place; anesthesia is of shorter dura- 
tion and the wound healing occurs as though no 
local anesthetic had been used. 
last, however, for several hours. This is the result 
to be aimed at in skin incision where anesthesia 
lasting less than several hours and prompt healing 
of.the wound are desired. If, on the other hand, 
primary union is not possible and prolonged anes- 
thesia is desirable, it is important that the solution 
be allowed to remain in the tissues as long as possi- 
ble in order that the exudate which becomes formed 
into granular fibrin, may take place. This exudate 
into the tissues, by prolonged pressure, prevents the 
oozing which follows certain wounds and to a cer- 
tain degree the hemorrhage of the operation itself. 
The degree in which it lessens hemorrhage at the 
time of operation is directly dependent, other things 
being equal, upon the amount of this exudate which, 
in turn, is dependent upon the solution used and the 
length of time allowed to remain in the tissues. 
When this infiltration takes place anesthesia lasts 


Anesthesia does: 


from several days to two weeks or longer. These 
effects are desirable when primary union is’ not to 
be secured and when pain is a prominent feature. 
This applies particularly to operations about the 
anus, and in a less degree in the throat. 

In order to use quinine with satisfaction these 
actions of the drug must be kept in mind and that 
degree of reaction obtained which is most desirable 
fcr the requirements of the given case. 


Local Use. In strengths of 10 per cent. to 20 
per cent. local anesthesia may be secured in mucous 
membranes. For the making of these stronger so- 
lutions the crystals are preferable to the tablets. 


Methods of Use. The nose is the most 
quent site for the local use of quinine. 
is applied upon pledgets of cotton as 
scribed for cocain. Any desired amount may 
be used. But because of the well known bitter taste 
of the drug care to prevent its running into the 
mouth will be appreciated by the patient. The blad- 
der may be satisfactorily anesthetized by the use of 
quinine and any amount may be safely used, and it 
may be allowed to remain in contact for any desired 
length of time. Further experimentation will be re- 
quired before it can be definitely determined exactly 
what reliance can be placed upon this drug for this 
purpose. 


fre- 


By Injection. Strength of Solution. Quinine 
being safe in any strength, it remains only to deter- 
mine the amount of the drug that is necessary to 
produce the desired results. An extended use has 
proven that a I per cent. solution is sufficient to 
produce anesthesia under any conditions. Weaker 
solutions, 4% per cent. or even 4% per cent., give 
efficient anesthesia if skillfully used. When but 
temporary anesthesia is desired, and certain primary 
union with a minimum amount of scarring, as in 
operations about the face, these weaker solutions 
are to be preferred. Where prolonged anesthesia is 
desired or where the tissue is involved in a reactive 
irritation, the stonger solution is preferable. We 
have never seen the advantage of the stronger solu- 
tions recommended by Brown, though in certain 
situations solutions of this strength are not particu- 
larly objectionable. 

Methods of Use. Quinine is employed either for 
infiltration or for nerve blocking or for that modi- 
fication of nerve blocking, perineural blocking. 
It is rarely used for edemitization, first, because it 
is unnecessary to the production of anesthesia and, 
second, it is undesirable because when quinine is 
thrown into the tissues the fibrinous exudate pre- 
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viously described may be formed in large amounts. 
This produces an edema which lasts for a week or 
longer, and while it results in no permanent mischief 
it calls forth expressions of curiosity or alarm from 
the patient. These objections apply, let it be under- 
stood, only when large amounts, as several ounces, 
are injected into the loose cellular tissues. There 
are a few instances in which edemitization with 
quinine is desirable. These will receive specific 
mention in the discussion of those operations where 
it is to be recommended. 

As soon as the injection is completed the opera- 
tion may be begun, as is the case with cocain. An 
exception to this general statement must be made 
in the case of perineural blocking, for anesthesia 
under these circumstances is sometimes not com- 
plete until after the lapse of a number of minutes. 
Under certain circumstances, for instance where 
prolonged anesthesia is desired or where it is de- 
sired to prevent post-operative oozing, the solution 
should be allowed to remain in contact with the tis- 
sues in order that the fibrinous exudate may form 
before the operation is begun. This is well estab- 
lished in a period varying from five to thirty minutes 
and becomes much more complete if many times the 
period mentioned are allowed to elapse before the 
operation is begun. 

OrHerR Drucs Usep. 

Because of the well recognized dangers attending 
the use of cocain a large number of drugs has been 
introduced which it was hoped would be as efficient 
as cocain but devoid of its dangers. Several of these 
have, as a matter of fact, gained a wide popularity. 
None of them are, however, as efficient as cocain, 
and since the weak solutions recommended — by 
Schleich have-very materially reduced the dangers 
of cocain, the newer remedies have failed to sup- 
plant the more powerful drug. Among these sub- 
stitutes for cocain, beta-eucain has been most ex- 
tensively used. Three grains of this drug may be 
employed with perfect safety, it is said, and as much 
as 15 grains have been used without alarming effects. 
It may be used in the same strength as cocain in 
Schleich solutions or in 1 per cent. for filtration. For 
local application in the eye or nose solutions of 2 per 
cent to 10 per cent are used. Tropococain has been 
used in similar strengths and is said to be safe up to 
five grains. Among other drugs used may be men- 
tioned novocain, anesthesine, subcutin, stovain and 
alypin. It is difficult to determine the efficiency of 
these drugs as local anesthetics for, as pointed out 
by Schleich, 0.2 per cent. salt solution or even pure 
water acts as a local anesthetic when the tissue is 
distended with it. 


That pure water injected into the tissues will af- 
fect anesthesia was demonstrated by Schleich, and 
it has been made use of in practice by S. G. Gant. 
He uses it in operations about the rectum. In order 
to secure anesthesia by means of water it is neces- 
sary to inject the tissue so tensely that it becomes. 
thoroughly blanched. The injection itself frequently 
causes acute pain. This may be lessened by press- 
ing the tissue as it is being injected firmly between 
the thumb and finger. This means of securing anes- 
thesia has an extremely limited field of usefulness 
and can be recommended only when other means 
are not at hand. 

The Use of Adrenalin as an Aid in Local Anes- 
thesia, 

The credit perhaps is due to Braun more than to 
anyone else for having discovered the usefulness of 
adrenalin as an adjunct to solutions used for local 
anesthesia. It was by means of this drug that he 
had hoped to lessen the rate of absorption of cocain, 
thus rendering it at once safer and more effective. 
Its chief use perhaps is to lessen hemorrhage, and 
many believe that it prolongs the action of the an- 
esthetic. Usually from 5 to 15 drops of the 1:1000 
adrenalin solution are added to an ounce of the 
Schleich mixture. Braun used from 1 per cent. to 
5 percent. cocain solution, to which he added ad- 
renalin sufficient to make it 1:10,000. Barker used 
adrenalin with beta-ecuain with great satisfaction. 
It must be admitted that the addition of the adrena- 
lin does lessen the hemorrhage and probably lessens 
the rate of absorption and increases the effectiveness 
of the anesthetic. These results are unquestionably 
an advantage during the course of the operation. 


-The action is but temporary and it has seemed to me 


that the disposition to ooze when the effect of the 
drug has disappeared is greater than when it has 
not been used at all. In this way unpleasant subcu- 
taneous hematomata may form after skin incisions 
or prolonged oozing from superficial wounds, as 
after operation upon the nose and throat. The 
writers prefer to encounter hemorrhage at the time 
of operation, when it can be controlled by other 
means, rather than to be annoyed with oozing after 
the operation has been completed. To the beginner 
the use of adrenalin may be recommended because 
of the greater ease of operation it secures. 

We have never had occasion to add adrenalin to 
our cocaine solutions, for the latter drug in itself 
combines absolute safety and efficiency and its ac- 
tion is sufficiently prolonged for all possible pur- 
poses; and the temporary lessened hemorrhage at 
the time of operation we regard, as above indicated, 
a detriment rather than an advantage. Some opera- 
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tors have, however, added adrenalin to their quinine 
solutions and report favorable results. 

In certain instances it is advisable to combine 
local with general anesthesia. When a considerable 
portion of the operation can be done under local 
anesthesia, but where certain steps of the operation 
are very painful, as in the dislocation of the lobe in 
thyroidectomy, or the elevation of the tumor in 
ovarian tumors, a little general anesthetic may be 
given at these periods and the operation then con- 
tinued under local anesthesia. In this way the dura- 
tion of the general anesthetic may be reduced to a 
minimum. 

In some Operations done under general anesthesia 
where either the patient or the surgeon lacks confi- 
dence in the use of local anesthesia the injection of 
quinine about the area operated upon will very ma- 
terially reduce the after-pain from the operation. 
This applies to the destruction by cautery of 
venereal warts or operations about the rectum. 

SELECTION OF AN ANESTHETIC. 

For the writers quinine and urea hydrochloride 
. has become the anesthetic of choice. It has to com- 
mend it absolute safety, efficiency and cheapness. 
It finds its particular indication for use in those 
regions where post-operative pain is considerable 
and prolonged. In those regions where cosmetic 
results are of prime importance and where a small 
amount of solution is sufficient cocain offers perhaps 
some advantages, for quinine does sometimes, be- 
cause of the fibrous exudate, causes a slight delay 
in wound healing. In operations about the nose a 
satisfactory degree of anesthesia may be obtained 
by quinine, but it does not cause any contraction of 
the mucous membrane. This is a disadvantage 
when contraction of turgescent turbinates is desir- 
able in order to enable the examiner to obtain a bet- 
ter view of the deeper parts of the nose. Whether 
quinine is as efficient as cocain for use in the bladder 
we do not know, for we have never had the courage 
to use cocain in sufficient amounts to test its merits. 

(To be continued.) 


AMPUTATION IN DIABETES. 

It is no easy matter to convince a patient, or his 
friends, even though he knows that he is a dia- 
betic. who has developed a gangrene of the toes, 
which is creeping up to the dorsum of ‘is foot, that 
so severe and radical a measure as an amputation 
above the knee is at once necessary. The pressure 
to temporize, and at first to try a less radical pro- 
cedure is almost irresistible. The best interests 
of the patient, however, surely demand that if any 
amputation at all is to be done, it should once for 
all be done above the knee—Lewis STEPHEN 
Pitcuer in the Long Island Medical Journal. 


THE OPEN AIR TREATMENT OF BURNS.* 
Davin St. Joun, M.D., 


Ex-President of the State Medical Society of New Jersey, 
Visiting Surgeon to the Hackensack Hospital, ete. 


HACKENSACK, N. J. 


The open air treatment applies to cases of exten- 
sive general burns and, with slight modification, to 
nearly all cases of surface burns. It varies some- 
what with the individual case, the temperature of the 
room, the season, and the facilities at the command 
of the surgeon. 

Upon the admission of a patient suffering with 
an extensive body burn, sufficient morphine should 
be administered, hypodermically to relieve pain. The 
patient should be kept absolutely quiet, and if shock 
is marked, as it sometimes is to a degree beyond the 
stage of pain, this should be dealt with promptly. 

If the posterior portion of the body is chiefly in- 
volved, the patient is placed upon a water bed, with- 
out attempting even to clean the skin or in any way 
further disturb the patient. In warm weather he can 
be left thus exposed to the air, and preferably the 
sunlight, covering only those portions of his body 
as are necessary. 

In winter, cradles are placed over him, and over 
these are spread blankets, leaving the body un- 
touched ; the face is left exposed, and the tent-like 
cover is so arranged as to fit snugly about the neck. 
This arrangement can be modified by using glass 
elevated over the burn, in combination with the 
blanket covering, thus making use of sunlight, even 
when the temperature of the ward requires suitable 
covering. 

Beneath the bed can be hung an electrical heater— 
preferably a radiator-like affair—the heat being led 
up over the side or foot of the bed by metal or 
canvas funnels; reinforced with wire, these funnels 
open into the tent where a thermometer can be 
kept, and the temperature thus regulated so as to 
preserve the body heat. The warm air as it expands 
is readily led away by an opening near the top of 
the covering, and thus a current of warm air can 
be obtained indefinitely. 

As mentioned above, when the temperature of 
the ward warrants it, the tent is dispensed with. 
Flies may be excluded by the usual canopy netting 
stretched over the bed. An even body temperature 
is essential, particularly as most patients complain of 
feeling cold if the surrounding temperature falls a 
little. 


* Read at the Eighteenth Annual Meeting of the Association of 
Erie Railroad Surgeons, New York, October 5, 1909, 
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In this manner the patient is left for a few days 
as undisturbed as possible, on a fluid diet, with spe- 
cial attention to increasing the activities of the 
natural channels of elimination. Rectal irrigations, 
in cases where shock is marked, are found to be of 
benefit, and where evidences of toxic absorption are 
present. These are given regularly every three or 
four hours, in such a way as least to disturb the 
patient. 

It has been found in most cases in my experience, 
that patients do better, or as well, without attempt- 
ing to use dressings on areas that do not scab over 
quickly. Unless there is marked pocketing of pus 
under the scabs with evidences of absorption—the 
temperature curve and polynuclear count being used 
as guides—the scales are left alone. If too much 
lifting, draining and cutting away of dried secre- 
tions is done, all of which is painful, the patient be- 
comes worn out with extensive dressings which con- 
sume much time. 

As soon as the granulations lift, dried exudate and 
old skin can be easily softened with some bland 
wash, and painlessly removed. If the granulations 
are healthy they can be criss-crossed with sterile ad- 
hesive plaster strips, leaving ample space between 
the strips. These areas seem to do better with 
only a light gauze or no dressing at all. When 
gauze is used it is so placed as to soak up the serum 
and exudation from the surfaces. The areas are 
watched and the strips changed as islands of 
epithelium or patches extend over the granulating 
surfaces from the surrounding skin. 

In burns involving the neck or joints, an effort is 
made to begin passive motion as soon as the epithe- 
lium permits, the joints being held in extension from 
the first. 

The object of the open air method of treatment is 
to cause as little pain as possible, and to avoid inter- 
ference with the natural reparative processes which 
nature best accomplishes in these cases. 

The advantage is that it does away almost entirely 
with extensive dressings, which are more or less 
painful, interfere mechanically with growth of gran- 
ulation tissue, and cause destruction of the granula- 
tions themselves, by bleeding, etc. Furthermore, the 
danger of keeping pus and exudate back in the tis- 
sue is obviated. 

I was first interested in this method of treatment 
by watching the work of Dr. Hugh Auchincloss, 
late of the staff of the Roosevelt Hospital, and it is 
to him that I am indebted for valuable suggestions 
received while working along this line. 

My results, based on a limited number of cases, 
have been most satisfactory. 


A CASE OF CHOLELITHIASIS IN A 
PATIENT TWENTY-ONE YEARS 
OF AGE.* 
AvBert E. SELLENINGS, Pu. B., M. D., 
Assistant Surgeon, Gouveneur Hospital. 


NEW YORK CITY. 


From fifty to seventy-five per cent. of all the cases 
of gall stones occur in persons above forty years of 
age. Gall stone disease is rare under thirty years 
of age. Cases have been réported in young chil- 
dren, and even in the new-born, but in exceed- 
ingly few of these cases have there been any dis- 
tinctive clinical evidences of gall stones, and their 
presence has been discovered either in the course 
of an autopsy or accidentally in the stools. Less 
than 0.06 per cent. of cases occur in those under 
twenty. According to Kehr, only about 5 per cent. 
of persons with gall stones are troubled by their 
presence and we must recognize that the actual 
genesis of biliary calculi is a matter difficult to de- 
termine, since their formation certainly antedates 
their clinical presence, in the majority of cases. 
Since typhoid bacilli are such a frequent cause of 
gall stone formation it is fitting to suggest them in 
connection with the most frequent ages of typhoid 
fever infection, which Osler says takes. place most 
often between the ages of fifteen and twenty-five. 
The formative age of gall stones of typhoid origin 
might then be approximately considered as coincid- 
ing with these years. There can be no clue in 
similar fashion, when other microorganisms are 
etiological factors. 

Since, in a large proportion of cases, in the pres- 
ence of gall stones, no symptoms are present dur- 
ing life, special conditions are therefore necessary 
for the development of a symptomatology. There 
are, quoting from Murphy, principally due to (a) 
disarrangement of the calculi, (b) impaction in 
the neck of the gall-bladder, (c) infection of the 
gall-bladder, with or without impaction. When gall 
stones become disarranged, they are frequently car- 
ried with the bile and mucus into the neck of the 
gall-bladder, and if not too large will pass into the 
intestine, producing pain, nausea, hypersensitiveness 
and jaundice; then the attack subsides, to recur at 
intervals. When a large calculus produces disturb- 
ance by impaction in the neck of the gall-bladder. 
the symptoms are pain, nausea, vomiting, and pro- 
nounced hypersensitiveness, particularly when pres- 
sure is made under the right costal arch, during a 


* Read before the Hospital Graduates’ Club, October 28, 1509, 


a ag the Alumni Society of Bellevue Hospital, November 
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deep inspiration. There is no jaundice and no ele- 
vation of temperature. With the onset of vomiting 
the pain usually subsides, because the stone has 
fallen back into the distended gall bladder, by rea- 
son of the relaxation coincident with the vomiting. 
These attacks are frequently diagnosed as gastral- 
gia and a condition of true cholecystitis is often 
misplaced in the category of a neurosis. 

When the infection of the gall-bladder takes 
place with calculi, the disturbance is in direct pro- 
portion to its virulence and tension. The degree 
of rigidity and temperature will depend upon 
whether the products of infection are retained; 
ordinarily the temperature is not very high. The 
pain is not colicky but constant, and a small tumor 


Gall-Stones from Author’s Case. Actual Size. 


may be felt in the region of the gall-bladder; the 
attack may last from one to two weeks. When the 
infection is more virulent the pain is more severe; 
there may be chills and persistent nausea and 
vomiting may set in; the temperature may rise to 
102° or 104°, and the picture is one of intense in- 
fection. This may go on to rupture or gangrene. 
The harmless presence of gall stones may then at 
any time give rise to objective and subjective symp- 
toms, but in the absence of certain conditions, no 


‘Clinical evidences arise, and calculi are found only 


on autopsy. 


Male, twenty-one years of age, tailor. Previous 
history, negative. On August 18, 1909, he was 
seized with sudden pain in the right costal region, 
nausea and vomiting. There was no jaundice. He 
Was seen by me on the third day of his attack and 
his chief complaint was pressing and constant pain 
in the right upper quadrant of the abdomen. Exam- 
ination of the abdomen showed marked rigidity and 
hypersensitiveness in the region of the gall-bladder. 
Percussion showed an enlarged area of dulness. 
The blood count revealed 15,000 polynuclears, with 


a differential count of 82 per cent. The tempera- 
ture when the patient was first seen was 100°, pulse 
82, respiration 20. 

Operation. The gall-bladder was exposed 
through a right rectus muscle-splitting incision. 
The viscus was found much distended but no stones 
were palpable through its walls. An _ incision 
through the gall-bladder released a large quantity 
of foul smelling muco-purulent material and the 
stones were then easily felt. Evacuation of the 
organ disclosed fourteen stones of uniform size, as 
shown in the illustration. A drainage tube was 
placed in the gall-bladder and the abdominal wound 
was closed except for an internal to permit the exit 
of the tube. 

Following the operation the temperature prompt- 
ly fell to normal and on the fifth day the tube was 
removed and the patient permitted to sit up. At 
the end of eight days he left his bed and at the 
end of three weeks his wound was entirely healed. 
Culture of gall-bladder contents showed colon 
bacilli. 

The calculi in this case are remarkable for their 
uniformity in size and their very highly polished 
facets. Usually when there are few stones, some 
may be large and others the size of small gravel. 
The accompanying illustration shows the polyhedral 
formation of the calculi. In the fresh state their 
surfaces were greasy in appearance and of a strik- 
ing greenish yellow tinge. 


Physical tests show their main composition to be 
cholesterin. Their borders are brownish in color, 
due to an excess of bile-pigment and lime salts. 
The combined weight of the calculi is approximately 
one-half ounce. The patient was admitted to Gou- 
verneur Hospital during the service of Dr. Erd- 
mann, to whom grateful acknowledgment is made 
for the privilege of operation. 

104 East 31ST STREET. 


RAPID SYNCHRONOUS DOUBLE AMPUTA- 
TIONS. REPORT OF EIGHT CASES 
WITH SEVEN RECOVERIES.* 


W. L. Cuppesack, M. D., 


Surgeon, Port Jervis Hospital. 
PORT JERVIS, N. Y. 


A physician familiar with the hospitals of a 
distant city, at a recent visit to the Port Jervis 
Hospital, was shown a patient recovering after a 
double thigh amputation immediately following and 
as a result of traumatism. He remarked, “We don’t 
see such things in our city. They all die.” This 
physician’s remark is one of my excuses for pre- 
senting the records contained in this paper, with 
some descriptions of our methods. 

At the Port Jervis Hospital, with my associates, 
Dr. H. B. Swartwout and Dr. E. G. Cuddeback, we 


* Read at the Eighteenth Annual Meeting of the Aasediation of 


Erie Railroad Surgeons, New York, October 5, 190 
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have had -an experience with severe traumatisms 
resulting from railroad accidents. I shall place be- 
fore you the reports of these cases where more than 
one extremity has been injured. 

In about 50 per cent. of these cases the shock 
is so severe that no operative measures are to be 
considered. The patients are pulseless or nearly 
so, and remain in this condition until they die a few 
hours or days after the injury. In the remaining 50 
per cent. of these cases operative measures are ad- 
visable. 

The following is the record of our experience: 


Case I1— E. M. C.—U. S., single, 28, carpenter. 
Admitted 3 a. m., September 1, 1892, with both 
arms crushed. On September 2nd, as he continued 
to have a weak pulse, we removed the crushed and 
offensive portions of the left arm near the shoulder 
and of the right forearm through the middle third. 
A gradual improvement in general condition con- 
tinued, and on September 15th, synchronous ampu- 
tations were made, the left arm at the shoulder 
and the right arm two inches below the elbow. The 
man was again pulseless for several days. He then 
slowly regained strength and the wounds healed 
kindly. He made an uninterrupted recovery, and 
on October 28th was discharged. 

Case II. J. P. G—U. S., married, 46 years; 
brakeman. Admitted 3 p. m. November 6, 1895, 
with both legs crushed above the ankle and fracture 
of left forearm. At 4 p. m. amputation was made 


of the left thigh in the lower third and the right 


leg in the upper third. There was some response to 
stimulants at first, the pulse increased slightly in 
volume, but became later thready and disappeared. 

Case III.—J. G.—U. S., single, 30; laborer. Ad- 
mitted 11.30 p. m. May 9, 1896, with left hand and 
right arm crushed, also extensive scalp wounds. 
May 10th, amputation of right arm near the shoul- 
der and of left hand except the thumb. May 23rd, 
recovered sufficiently to be transferred to the Alms 
House. 

Case IV.—M. F. M.—U. &., single, 23; brake- 
man. Admitted 12.30 a. m., July 5, 1902, with 
left hand crushed, and right arm crushed off near 
shoulder. Amputation was made of the left hand 
except the thumb and index finger, and of the right 
arm near the shoulder. He made a good recovery 
and on August 15th was discharged with wounds 
entirely healed. 

Case V.—N. P.—U. S., single, 30; laborer. Ad- 
mitted August 5, 1905, with both legs crushed above 
the ankle. Amputation was made of both legs, one 
in the upper the other in the lower third. He re- 
covered rapidly and was discharged October 12th. 

Case VI.—G. G.—U. S., 23, married; brakeman. 
Acmitted May 23, 1907, with left foot and right 
leg below the knee crushed. Amputation was made 
of left foot through the tarsus and right thigh in 
the lower third. He made a good recovery and 
was discharged July 14, 1907. 

Case VII—T. G.—Italy, 26, married; laborer. 


Admitted August 22, 1908, with both legs crushed 
below the knees. Amputation was made of the 
right leg in the upper third, left leg in the lower 
third. No pulse perceptible at wrist for four or five 
days, then gradual increase of strength was noticed. 

The ends of both stumps and their flaps sloughed, 
due, we believe, to the absence of circulation, as 
the heart action was too feeble to force the circula- 
tion through them. <A second amputation was 
made, right thigh lower third, left leg upper third, 
on September 30th, when the severe conditions re- 
curred. After this the wounds healed kindly, the 
patient regained strength slowly and later he was 
discharged, able to walk out of the hospital on his 
new legs. 

Case VIII—G. K.—Austria, 32, married; la- 
borer. Admitted November 25, 1908, with both 
legs crushed. Amputation was made at once of 
the right thigh in the lower third, left leg in the 
upper third. The usual depression followed. The 
right leg healed by first intention. In the left leg 
the flaps and entire end of the stump became gan- 
grenous. December 27th, amputation was made of 
the left thigh in the lower third. 

At this operation ligatures were used instead of 
torsion. Severe secondary hemorrhage occurred 
later which was controlled only by pressure. The 
tissues were so friable that neither the ligature nor 
the forceps would hold. After this the patient made 
a slow uninterrupted recovery, the wound healing 
kindly. 

The accompanying photograph shows Cases VII 
and VIII of this record. 

Of the sixteen amputations on these eight pa- 
tients, one was of an arm, three were of a forearm 
and hand, two were of a shoulder, including por- 
tions of the secapula, five were of the leg, and 
five were of the thigh, of which one case was double 
thigh. 

This brief synopsis shows seven recoveries out 
of eight patients operated upon. The recoveries 
represent over 80 per cent. of all operable cases, 
and over 40 per cent. of all the cases under our 
observation. 

We believe these statistics are more favorable 
than are usually secured, and that they are due to 
our operative methods, which may be stated as 
follows: 

Ist. Thorough preparation of all details of ar- 
rangements for emergencies before the operations. 

2d. Rapid synchronous amputations. 

3d. Persistent, aggressive after-treatment. 

In detail, these comprise a skilled anesthetist 
with trained assistants, who administer the medi- 
cation and the anesthesia, having at hand stimu- 
lants,—alcohol, strychnia, nitroglycerine—oxygen, 
adrenalin and normal salt solution, which may be 
used subcutaneously by the quart to great advan- 
tage. Heat in dry form is preferred. 
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Two surgeons operate simultaneously. After the 
application of the tourniquets, Esmach or other 
means of preventing hemorrhage, each surgeon 
operates independently. With his own assistants, 
nurses, instruments, trays, solutions and dressings, 
he proceeds regardless of the other, ignoring his 
presence, and amputates rapidly. 

Transfixion of a limb is preferable, forming skin 


and muscle flaps where possible. To arrest hemor- _ 


or structural changes and with old people. We 
have had secondary hemorrhage following the use 
of the ligature. 

For this rapid work, we find the use of the con- 
tinuous over-hand long silk suture the most satis- 
factory method of closing the wound, leaving only 
a small gauze tent at the most dependent part. 

We follow this with the usual gauze and cotton 
dressings, and place the patient in bed as quickly 


rhage torsion is preferred, making complete rup- 
ture in each case of the two internal arterial coats. 
One can feel them giving away. Capillary hemor- 
thage is arrested by the application of very hot 
towels, sponges, etc. 

We have used these methods of arresting 
hemorrhage in these cases almost to the exclusion 
of all others for about 17 years. We have used 
torsion on all the large arteries, on the brachial, 
the axillary and twice on the subclavian, on the 
popliteal, the femoral and twice in cases of hip 
joint amputations which recovered. 

We have never had a case of secondary hemor- 
thage following torsion. We use the ligature in 
cases where there has been inflammatory processes 


as possible. During the operation, medication and 
stimulation are used as needed. After the operation 
these are continued and repeated as occasion may 
require, also hot saline enemas, hot water, hot milk 


and liauid nourishment by mouth frequently We 
minimize the time of the operation and thereby 
lessen the shock, 

Occasionally no radial pulse is perceptible for 
days. We continue to medicate and to stimulate 
both hypodermatically and by the mouth. We ele- 
vate the foot of the bed, and the limbs. Trans- 
fusion of blood is serviceable. Compression of the- 
lower limbs or of the abdomen by air compressors 
is another means of relieving shock by temporarily- 
forcing the blood from those parts of the body. 
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GASTRO-INTESTINAL ANASTOMOSIS. 


The operations that have been devised for mak- 
ing intestinal and gastrointestinal anastomoses bear 
testimony, by their multitude, to their imperfections. 
New operations will continue to be devised until a 
safe and simple procedure is agreed upon. The 
most commonly employed method, lateral anas- 
tomosis, with two rows of sutures, opens the gastro- 
intestinal canal during the operation in which the 
peritoneum is exposed. While surgeons of large 
experience and good technic are able to perform this 
operation with a minimum of hazard, it is not suf- 
ficiently free from danger to justify its acceptance 
as the operation with which we shall rest satisfied. 
There are in other branches of surgery operations 
which are universally accepted as representing the 
ideal, which are practiced with equal success by all 
fairly skillful surgeons, and concerning which, like 
Paré, we might say, the perfection is so great that 
surgery can not hope to proceed much further. But 
gastrointestinal anastomosis is not one of these. 

However perfect the surgeon may become in his 
technic, the peritoneum will always remain as sus- 
ceptible of infection and as vulnerable to traumatic 
insult as it now is. Operations opening the gastro- 
intestinal canal will always be accompanied with a 
greater hazard than transperitoneal operations 
which do not. The object towards which surgery 
must aim is the elimination of this hazard. 


Many operations have been devised with this in 
view. The passage of a thread, silver wire or elas- 
tic ligature through both mucous membranes in two 
places, and constriction of the intervening tissue 
gives good results, but it does produce an immediate 
infection of the vicinity of the suture line. Cutting 
down to but not through the mucous membrane of 
each viscus, dissecting it free, picking it up and 
casting about it a tight ligature, represents an ideal 


‘type of procedure were it possible to regulate more 


accurately the size of the opening which the liga- 
ture produces. The operations with complicated 
clamps and special instruments possess the objec- 
tion inherent in everything that is complicated or 
that requires some peculiar appliance. 

Surgeons should continue to seek for a technic 
that is simple, quick of application, without special 
apparatus, which does not cause a soiling of the 
line of suture by gastrointestinal contents for sev- 
eral days after the operation, which gives an 
opening the size of which can be predetermined, and 
which reduces to a minimum the danger of hem- 
orrhage. 

The clamp recently devised by Enrico Martini 
(Deutsche Zeitschrift fiir Chirurgie, May, 1910) 


fulfills most of these requirements. Its objection is 
that it is a special instrument, devised to produce 
pressure necrosis through the tissues and then to be 
passed into the intestinal current; but inasmuch as 
it consists simply of two jabs of the length of the 
opening desired, it is possible that it may prove 
acceptable.—J. P. W. 


HYPERTROPHY OF THE THYMUS AND 
THYROID. 

A field which medicine is now actively developing 
it that of the ductless glands and internal secretions. 
Work upon the thyroid and parathyroids has been 
most fruitful. More recently the interdependence 
and complementary relations between the organs 
have been studied. The knowledge of the surgical 
relations of the thymus gland is now in process of 
development. 

The relations of Basedow’s disease to persistent 
thymus in the adult was studied by Bonnet in 1899. 
He found twenty-eight cases of the disease with a 
persistent thymus. Of these, six died suddenly ; and 
in four of the six he thought the thymus had a direct 
relation to the death. 

Hansemann, in eight autopsies on Basedow cases, 
found four with hypertrophy of the thymus. Thor- 
becke, among thirty-five cases of Basedow’s disease, 
found the thymus persistent in twenty-one. Capelle 
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found the thymus present in seventy-nine per cent. 
of Basedow cases. He examined sixty of these pa- 
tients. Of twenty-two Basedow cases, which died 
from heart paralysis during operation, twenty-one 
(95 per cent.), had persistent thymus. Capelle found 
that, where there was hypertrophy of both thyroid 
and thymus, the patients were made worse by giving 
extract of thymus. Usually there were enlarged 
lymph nodes between the two glands, 

Zesas,* who has most recently reported upon 
these conditions, and from whom these facts are 
secured, believes that Gurke is wrong in concluding 
that the two glands produce similar  secre- 
tions. When the thyroid is removed in uncompli- 
cated Basedow cases an improvement is often pro- 
duced; but when the thyroid is removed in cases 
with a persistent thymus, the patients either die or 
are made worse. MacLennan believes there need 
be no fear to operate in Basedow cases with en- 
larged thymus; he advised thymectomy instead of 
thyroidectomy. There are no reports of removal of 
both glands or of the thymus alone when both are 
involved. 

What is to be done in these cases needs to be fur- 
ther studied. Whether the operation shall be thy- 
mectomy alone, or with partial removal of the thy- 
roid, remains to be determined. At present it should 
be borne in mind that hypertrophy of the two glands 
is a dangerous combination, that it is this combina- 
tion which makes Basedow’s disease serious for sur- 
gical intervention, and that the nersistent or hyper- 
trophied thymus is of such frequency that the sur- 
geon should be on his guard for it. The relation of 
hypertrophy of the thymus to the status lymphaticus 
will probably be found to be an intimate one— 


* Die Bedentung der Thymusdriise fiir die Chirurgie. 
Zeitschrift fiir Chirurgie, Mai, 1910. 


Deutsche 


ANOTHER X-RAY MARTYR; ANOTHER 
WARNING. 

The recent death of Dr. Mihran K. Kassabian, 
of Philadelphia, adds another to the list of martyrs 
among those who developed the art of radiography. 
And if to the fatalities we append a record of 
those 4-ray operators and patients who are the vic- 
tims of sterility, skin-cancer. intractable ulcers and 
chronic dermatitis, the toll of the Réntgen ray will 
appear a heavy one indeed. 

It is safe to say that nearly all, if not all, of those 
who devoted themselves to radiography during its 
first decade (that is, up to the time of the dis- 
covery of the effects of the rays upon the ovary 
and testicle, in 1905), have suffered, most of them 


permanently, from some ill-effect. During that 
same period, too, there was a large number of se- 
rious x-ray burns among patients. 

The younger generation of radiographists and 
(#-) radiotherapeutists protect themselves from the 
emanations from the tube, and with modern ap- 
paratus the exposures for skiagraphy are timed in 
seconds instead of in minutes. We shall probably 
not see a case of “x-ray cancer” or of sterility 
among those who have entered this specialty since 
1905, nor a severe x-ray burn among patients they 
skiagraph, 

While suitable protection and potent apparatus 
are now generally employed by specialists there are 
many surgeons, and physicians, who use an «-ray 
machine, usually a small one, in their office with 
no form of protection whatever. Occasional and 
hasty examinations, as of fractured extremities, en- 
tail little danger to the examiner and still less to 
the patient. Probably mort surgeons who thus em- 
ploy their apparatus unprotected limit themselves 
to such examinations; but there are some who, with 
no protection whatever, use the x-ray repeatedly in 
their consulting rooms for examinations or for 
therapeutic application. For them let the warning 
be uttered again that unprotected fluoroscopy is 
especially disastrous to the operator, and that a 
physician who to-day provokes an #-ray burn from 
skiagraphy, or on a portion of the body not pur- 
posely subjected to the therapeutic actiou of the 
rays, will find it difficult to establish in court that 
he used “reasonable diligence, skill and care.”— 
W. M. B. 


Surgical Suggestions 


The too prolonged use of a drainage tube in an 
empyema wound may be the cause of a persistent 
sinus. 

When acne of the back does not respond to treat- 
ment, try a few applications of long strokes with the 
Paquelin cautery. The results are often excellent. 


In the presence of a swollen, ulcerated tonsil or 
of swellings in the pharynx of some duration, look 
for evidences of leukemia. 


Bilateral, large, smooth swellings of the tonsils 
should arouse the suspicion of Hodgkin’s disease. 


A deep swelling in the gluteal region developing 
after a fall is apt to be a hydropic bursa—there are 
several bursae among the glutei. 
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SurGIcAL SocioLocy. 


August, 1910, 


Surgical Sociology 


Among preventable industrial accidents those 
arising from the match industry are receiving mer- 
ited attention. The United States is practically the 
only large commercial country that has made no 
legislative effort to prevent the use of the deadly 
white phosphorus in the match trade. The sesqui- 
sulphide of phosphorus is harmless, and is in every 
way adapted to the uses of the “strike-anywhere” 
match makers. To be sure the white phosphorus is 
5 per cent. cheaper for the manufacturer, but the 
employees find it costly in the sacrifice of jaws. So- 
ciety pays for the manufacturers’ small saving by 
caring for invalids and supplying hospital treatment 
for sufferers from broken bones or necrosed jaws. 
“Phossy jaw” is a preventable condition that has 
been deemed worthy an international conference. 
In 1906, Germany, Denmark, France, Italy, Luxem- 
burg, Switzerland, and the Netherlands formally 
agreed to prohibit the use of white phosphorus in 
the manufacture of matches. In 1908, Austria, Spain 
and Great Britain also signed the prohibiting con- 
vention. The United States has taken no action 
to protect the workers in this industry, although 
almost one-third of the workers are women and 9 
per cent. are children under sixteen years of age. 

“Phossy jaw” starts as a periostitis and goes on to 
suppuration, Pus is discharged until sequestra of 
necrosed bone are thrown off or an operation is per- 
formed to remove the necrotic process. In these 
sufferers from phosphorus poisoning no relief is 
secured by cessation from the dangerous occupation. 
The damage done by the industry persists long after 
‘the worker has been obliged to change his mode of 
life. Irreparable injury that can be prevented falls 
not alone upon the workers, but upon their families, 
and upon the community. To permit such a state 
of affairs to exist is to condone the neglect of the 
fundamental guarantee of life, liberty, and the pur- 
suit of happiness. 

Formerly, in Switzerland, 1.6 per cent. to 3 per 
cent. of match makers suffered from phosphorus ne- 
crosis of the jaw. In France, 2 per cent to 3 per 
cent. of the workers underwent such experience. 
Levai reported that 250 cases occurred yearly among 
the 1,500 persons engaged in the industry in Aus- 
tria. The Belgian government offered a prize of 
50,000 francs for a “strike anywhere” match free 
from white phosphorus, in order to protect its work- 
ers in this dangerous employment. 


There are few safety matches made in the United 
States, and the match company possessing the patent 


rights for the safe substitute has offered to make the 
patent process available to all the companies, provid- 
ing the United States government prohibits the use 
of the white phosphorus in the industry. While this 
concession is largely on commercial grounds, justice 
to the match workers demands that the offer be ac- 
cepted and the toll of the industry be removed from 
the few workers and placed upon the burners of 
matches. 

Mr. John B. Andrews, of the American Associa- 
tion for Labor Legislation, found forty cases of 
“phossy jaw” recorded as occurring at one of the 
best factories in the United States. Of this num- 
ber, 1 per cent. resulted in the loss of one or both 
jaws. Eighty-two cases were found arising from 
three factories. A reform is necessary. Society can 
better afford to pay a small fraction more for 
matches than to sacrifice jaws. To burn up workers 
is no longer regarded as economy. The government 
has an opportunity to tax the dangerous type of 
match out of existence, if it cannot at present pro- 
hibit the use of white phosphorus. It is regrettable 
that this objectionable loss of workers cannot be 
stopped at once by a country that is so willing to 
listen to cries against vivisection! 


Inebriety as a cause of crime, race degeneration 
and disease is receiving constant investigation. 
Three states, Massachusetts, Iowa and Minnesota, 
have provided special hospitals for the care and 
reformation of habitual inebriates. Slowly eco- 
nomic considerations are compelling attention to 
the fact that inebriety is a disease and not a crime, 
and that the accidental or occasional inebriate 
should be cared for as a sick person and not as a 
felon. This same care of the alcoholic is especially 
required between the time of arrest and his com- 
mitment or discharge. Too frequently is hasty 
judgment by an incompetent policeman or an over- 
confident ambulance surgeon the cause of an alco- 
holic being thrown into a cell to die of fracture of 
the skull or other injury or disease that was not 
apparent immediately after the ataxic man had 
fallen. 

Every inebriate is entitled to medical attention, 


. the essential feature of which is competent observa- 


tion. Either municipal hospitals should possess 
observation wards for alcoholics or the jails should 
have hospital facilities for safeguarding the life 
of the victim of alcoholism. The odor of alcohol 
on the breath of an unconscious man does not 
per se constitute intoxication, The law holds a 
man to be innocent until proven guilty. To give 
the stuporous man the benefit of the doubt is to 
give him adequate treatment by a competent ob- 
server. The laws should not jeopardize a life even 
with the sanction of the ambulance surgeon. 


Train up a child in the way he should go: and 
when he is older he will not be run over. 


Go to the hospital thou sluggard: consider its 
ways and be wise. 
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Book Reviews 


Ionic Surgery in the Treatment of Cancer. With a 
Chapter on Ionization in Surgical Tuberculosis and in 
Hemorrhoids. By G. Betron Massey, M.D., Attending 
Surgeon to the American Oncologic Hospital; Author 
of “Conservative Gynecology and Electro-Thera- 
peutics”; Fellow and Former President of the Ameri- 
can Electro-Therapeutic Association, etc. Large Oc- 
tavo; 243 pages. Illustrated. New York: Tue A. L. 
CHATTERTON COMPANY, IQIO. 

To those who have followed the work of Massey dur- 
ing the past five years, as detailed in many journals, the 
results of his treatment of malignant growths by ioniza- 
tion have seemed remarkable. He has now published in 
book form his experiences of over sixteen years. Those 
who have to treat cancer patients may well read this un- 
usual work, and study the series of reported cures. The 
following sentence may well be taken to heart: “The 
prevalent attitude of many well meaning physicians who 
practically fold their -hands and wait for the discovery of 
some wonderful antitoxin to help the vital forces to 
throw off this disease (cancer) is as sensible as would be 
the conduct of a gardener who allowed weeds to grow in 
his garden while experimenting with substances to ren- 
der the soil inimical to them.” E 

The first four chapters of the book are taken up with 
a discussion of the cancer problem from every standpoint. 
The author does not believe in the heredity of cancer. 
“The greater prevalence of cancer in certain families ap- 
parently means merely that these families inherit a type 
of cell structure that presents less resistance to the im- 
plantation of the germ.” He firmly believes that “an 
incipient cancerous growth in an accessible situation, 
which has not given rise to a metastasis, may be totally 
destroyed by appropriate means,” such as ionization. 

The next four chapters deal with the physics of the 
ionic sterilization process, the apparatus required, and the 
operative details of ionic applications. Although at first 
sight the subject seems too difficult of mastery, except 


as a specialty, Massey writes so plainly and simply that © 


there is no doubt as to his exact meaning. 

he rest of the book is devoted to the recital of various 
cases treated. The case reports would be dry reading if 
it were not for the fifty-eight well executed illustrations 
showing the case before and after treatment, which in 
themselves are well worthy of study. 


Diseases of the Stomach and Intestines. By Ronert 
CoteMAN Kemp, M.D., Professor of Gastro-intestinal 
Diseases in the New York School of Clinical Medi- 
cine; Visiting Gastro-Enterologist to the New York 
Red Cross Hospital; Gastrologist to the West Side 
German Dispensary, etc. Octavo; 766 pages; 280 il- 
lustrations, some in colors. Philadelphia and London: 
W. B. SaAuNDERS CoMPANY, IQIO. 


This work has been designed to appeal to the interests 
of the general practitioner. Therefore methods of exam- 
ination, etiology, symptomatology, diagnosis and _ espe- 
cially therapy are discussed more fully, while physiology, 
pathology and statistical data are merely outlined. While 
the exposition does not reveal unusual depth, the author 
throughout shows an intimate acquaintance with the 
newer methods of examination and of representative lit- 
erature and the numerous references interspersed through- 
out the text afford a valuable commentory upon the sub- 
ject of stomach disease. 

The text is logically and systematically arranged, per- 
mitting of ready reference. The author summarizes de- 
batable topics admirably and submits his own views forci- 
bly when the occasion demands. The only criticism of 
importance, as far as the text is concerned relates to 
therapy. To our view Kemp offers a superfluity of meth- 
ods and drugs, with insufficient criticism of their value. 
The author’s fondness for proprietary preparations is not 
altogether commendable, while his recommendation of 


such useless methods as the injection of trypsin for cancer 
is the one unprogressive note in the entire book. Further- 
more, in diseases which enter the surgical zone, the im- 
portance of internal treatment at the expense of the ope- 
rative is unduly emphasized. While recognizing the value 
of surgical treatment, the indications and methods are in- 
sufficiently outlined. 

The book is remarkably free from errors. On page 242, 
however, Coley’s serum for sarcoma is described as a 
blood serum derived from horses treated with erysipelas 
cocci, which it is not. On page 83, Kutner should be 
Kuttner, and on page 570, Libmann  shoukd be 
Libman. The worst feature of the book is the author’s 
English, which is slovenly and ungrammatical. The illus- 
trations are numerous and of a high average of excel- 
lence. The most important innovation is a chapter de- 
voted to the gastric phenomena of diseases other than 
those of the stomach. 

_ On the whole, Kemp has furnished us with an exceed- 
ingly readable and valuable work. 


Renal, Ureteral, Perirenal and Adrenal Tumors and 
Actinomycosis and Echinococcus of the Kidney. 
By Epcar Garceau, M.D., Visiting Gynecologist to: 
St. Elizabeth’s Hospital and to the Boston Dispensary, 
Boston ; Consulting Gynecologist to the City Hospital, 
Quincy, Mass., etc. Octavo; 421 pages; 72 illustra- 
tions. New York and London: D. AppLteton & Com- 
PANY, 1909. Price, $5.00. 


This interesting monograph represents a large amount 
of bibliographic and laboratory study. In it Garceau has 
described “only that which has stood the test of the micro- 
scope,” attempting thus to clarify much of the confusion ~ 
that has arisen in and from the older classifications of 
renal neoplasms. The history of hypernephroma since 
(and before) its recognition by Grawitz in 1883 as arising 
from aberrant adrenal tissue, may be cited to illustrate 
what this confusion in pathogenesis and nomenclature 
has been. Garceau’s pathologic studies are based chiefly 
on carefully preserved material in the Massachusetts Gen- 
eral and Boston City Hospitals. The work, however, is 
not limited to pathology, but deals as well with symptom- 
atology, diagnosis and treatment (usually removal), and’ 
it contains many interesting case records. 

Garceau adopts the following simple classification of 
solid tumors of the renal parenchyma: 1. Malignant— 
hypernephroma; carcinoma (pure carcinoma, he says, is 
very rare); sarcoma (round cell-, spindle cell-, fibro-, 
alveolar-, lipo-, angio-sarcomata) ; adenoma. 2. Benign— 
adenoma; angioma; lipoma; fibroma. The book describes 
these and the following: embryonic tumors; tumors of 
the kidney, pelvis and ureter-papilloma, epithelioma, sar- 
coma; polycystic kidney; simple serous cysts; perirenal and 
adrenal tumors (from the literature); actinomycosis; 
echinococcus. Finally, there is a chapter describing the 
various tests for determining renal efficiency. 


Atlas Der Bésartigen Geschwiilste. Von Pror. Dr. D. 
v. HAuSEMANN. Geh. Medizinalrat. Octavo; 53 pages 
of text; 27 lithographic plates. Berlin; Aucust 
HirSCHWALD, 1910. Price, 9 marks. 

At the instigation of the central committee on cancer 
research v. Hausmann has written the text, and prepared’ 
the excellent illustrations of this atlas in order to show 
typical cases, thus enabling the practitioner to make his 
own diagnosis in the average case of tumor. The object 
is not only to save valuable time lost in sending the 
specimen to a pathologist, but also to encourage the 
physician to form his own judgment. 

The text is clear and incisive. Technic and general 
and special diagnosis are gone into. Each class of tumors 
is discussed regionally, and possible sources of error are 
pointed out. The author’s well known views upon “ana- 
plasia” are stated, perhaps with too great a dogmatism for 
a book of this character, which is supposed to deal with 
basic and elementary facts only. 

The illustrations are superbly reproduced in colors, 
excellently drawn, and selected with judgment. Of the 
140 specimens only one or two do not attain this standard. 
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The value of the book as an atlas is unquestioned. 
Whether the cancer research committee will succeed in its 
purpose appears doubtful. A little learning is a dangerous 
thing, and a tyro is quite likely to do as much harm as 
good, if his sole knowledge of tumor diagnosis is based 
upon this or any other book. Furthermore, it appears 
to the reviewer, that in a book of this character less 
emphasis should be laid upon tumors of , inaccessible 
organs—such as those of lung, pleura, stomach, pancreas, 
etc—and greater space devoted to tumors of superficial 
regions. Uterine tumors have been especially neglected, 
only few pictures of curettings being given, although this 
operation is most commonly performed by the general 
practitioner. 


The Practice of Midwifery. Being the Seventh edition 
of Dr. Galabin’s Manual of Midwifery, greatly enlarged 
and extended by ALFrep Lewis Gatasin, M.A.. M. D., 
Cantaby, F. R. C. P., London, late Fellow of Trinity 
College, Cambridge; Consulting Obstetric Physician 
to Guy’s Hospital; late President of the Obstetric 
Society of London, etc., and Grorce Backer, M. D., 
B. S., London, F. R. C. S., Eng., F. R. C. P., London, 
Fellow of University College, London; Obstetric Phy- 
sician to University College Hospital and the Great 
Northern Central Hospital, etc Octavo; 1123 pages; 
503 engravings. New York: The MacMillan Co., 
1910. Price, $6.00 net. 

The English are slow to change; therefore their text- 
books on obstetrics still bear the title of “midwifery,” 
although the art of obstetrics has long since developed 
far beyond the midwife stage. Nevertheless the authors of 
this practice, with commendable knowledge and skill, have 
incorporated the latest advances, such as pubiotomy, extra- 
peritoneal. cesarian section, vaginal section, etc., in the 
present edition. The seventh edition of Galabin’s work 
will be found much enlarged, with modern illustrations, 
many of which are original, and some adapted from the 
best sources in the literature. The chapters on the histo- 
pathology of the generative organs and on embryology are 
excellent. The text, throughout is concise, debatable, 
questions are judged conservatively, and the literature is 
sufficiently indicated in the foot notes. 

There are, however, some few features which might 
have been omitted with advantage, and also some addi- 
tions would have improved the present volume. Of the 
former the suggestion to place a thermometer in the 
vagina and in the cervix in order to diagnose fetal death, 
is reprehensible. The toothed ovum forceps depicted on 
page 585 appears highly dangerous. Pelzer’s method of 
inducing labor by injection of glycerine, might well be 
omitted from all, textbooks. The illustration on page 848 
showing axis traction with ordinary forceps obliquely 
applied, the one blade covering the eye, should be accom- 
panied by a definite warning of its great dangers to the 
child. In describing the delivery of extended arms in 
breech extraction Mueller’s method has been omitted. Simi- 
larly operative intervention in both acute and chronic 
uterine inversion has received no notice. ‘These few faults, 
however, do not greatly impair the value of the book, 
which will be found useful and fairly advanced in its 
treatment of the subject. 


Industrial Diseases and Accidents. By W. J. Greer, 
F.R.C.S., D.P.H.I. Consulting Surgeon to Potypool 
Hospital, Surgeon to Newport and Monmouthshire 
Hospital, Medical Referee under the Workmen’s Com- 
pensation Act. Octavo; 326 pages; 8 plates. Bristol: 
J. W. ArrowsMiTH, 1909. Price 7/—. net. 

Dr. Greer has compiled an excellentlittle volume con- 
taining brief descriptions of the symptoms and after re- 
sults of the more frequently recurring industrial injuries 
and diseases. The subjects are arranged in alphabetical 
order and that is about as satisfactory an arrangement as 
could be gotten. There are eight diagramatic plates, il- 
lustrating normal structures of the body. The plates are 
not burdened with unnecessary technical terms and are 
therefore of value to the lay reader. The list of authors 
and works of reference used in the text is suggestive 
but woefully incomplete save in the line of text-books. 


Book REvIEws. 


August, 1910, 


Dr. R. J. Coulter has supplied an excellent section on 
Injuries and Diseases of the Eye. 

The book has been written in clear, concise English, 
so that it may be of service to lawyers, economists and 
non-medical persons who are interested in industrial dis- 
eases and injuries. As a result, the book contains a re- 
markable mixture of anatomy, physiology, pathology, 
symptoniatology, therapeutics, chemistry, etc. The vol- 
ume is to be commended as a: book of easy reference 
for the examining surgeons of accident insurance com- 
panies, and for any surgeon desirous of appreciating the 
industrial significance of any particular injury or dis- 
ease regardless of the question of responsibility for com- 
pensation. ; 


Atlas der Rectalen Endoskopie nebst einer Einfiihrung 
in die Technik der Rectalen Endoskopie. Von 
Dr. ArTtHuR Foces, Wien. Octavo 102 pages; 39 
tables, containing 74 multi-colored plates; 7 drawings 
in the text. Berlin and Vienna. UrBAN AND SCHWARz- 
ENBERG, 1910. Paper, 28 marks. 

In this very interesting atlas Foges describes the technic 
of proctoscopy as practiced by him with his instrument. 
The work contains 74 colored illustrations of endoscopic 
views, covering almost all the diseased conditions to be 
found in the anus, rectum and lower sigmoid. These are 
from actual cases, of which the histories are appended. 


Les Appareils Platrés. Par Le Docreur Jean Privat, 
Assistant 4 Paris,du Dr. Calot, de Berck. Preface 
du Dr. Calot. Small octavo; 296 pages. 268 illustra- 
tions. Paris: A. Matorne, 1910. Cardboard 6 francs. 

_This brochure is a precise exposition of the routine and 
discipline practiced by Calot at Berck sur Mer in the 
working of plaster jackets. 

The writer purports furthermore, to give an account of 
the application of plaster of paris for fractures and joint 
diseases. In contrast to the description of the plaster 
jackets. of Calot, the narrative of plaster devices for 
fractures is brief and incomplete and the illustrations are 
far too few. On the other hand, there is needless repi- 
tition in illustrations referable to the jacket, and there is 
much reiteration about the jacket in the text. Notwith- 
standing these shortcomings the volume is very instructive 
and commendable for the didactic remarks referable to 
the working and application of plaster devices. 


Die Erkrankungen des Blinddarmanhanges (Processus 
Vermiformis). Von Pror. Dr. Mep. Cart WINKLER, 
Privat-Dozent und Assistent am Pathologischen In- 
stitut der Universitat Breslau. Octavo; 334 pages; 10 
tables and 22 illustrations. Jena: Gustav FISCHER, 
I9I0. 

This work deals only with the normal and pathological 
anatomy of the appendix. The first 58 pages are devoted 
to normal anatomy and histology. By working with 
Gerota’s excellent method of injection of the lymph ves- 
sels, the author comes to the same conclusion as Polya 
and Navratil, that the frequently assumed lymphatic con- 
nection between the right ovary and the appendix is ab- 
sent. By far the largest part of the work (327 pages) is 
devoted to pathological anatomy. Winkler’s views coin- 
cide in the main with those generally held. He quotes 
largely from Aschoff’s work and agrees with him that the 
majority of inflammations arise at the basis of the appen- 
dicular crypts between the follicles. There are many well- 
executed plates. All in all, the author has done a splendid 
piece of work. 


An English Handbook to the Paris Medical School 
(with map). By A. A. Warnen, M. D., Visiting Phy- 
sician to the Hertford British Hospital, Paris. Sec-. 
ond Edition. London: J. & A. CHurcuHILL; Philadel- 
phia: P. BLaxeston’s Son & Co., 1910. Price 2 shil- 
lings. 

This book is a complete guide to the medical schoo] and 
hospitals of Paris, their lectures, clinics and museums. It 
offers such suggestions and recommendations as should 
prove of service to the English or American student. We 
find, however, no mention of the recently-opened American 
Hospital. 
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Contribution to the Knowledge of the Influence of 
Scarlet Red on Epithelial Growth. (Beitrag zur 
Kenntnis der Wirkung des Scharlach R auf das 
Epithelwachstum.) M. Strauss, Nirnberg. Deutsche 
Medizinische Wochenschrift, No. 10. 


It was Fisher who in 1906 first observed that solutions 
of scarlet red, subcutaneously injected into a rabbit’s ear, 
induced an active proliferation of the overlying epithelium. 
As a result of this observation, scarlet red has been em- 
ployed to epidermalize clean granulating surfaces. Under 
these circumstances scarlet red has been found of very 
great value, hastening the healing of large cutaneous de- 
fects and not infrequently supplanting skin grafting. 

The author employs an 8% ointment. Scarlet red is dis- 
solved in chloroform oil, the solution being stirred until 
the chloroform has evaporated. Vaseline is then added 
to make the 8% ointment. The technic is very simple. 
The salve is spread on gauze and is applied to the cleansed 
area. It should be changed every day, or, at most, every 
other day. The addition of any antiseptic is unnecessary. 

Scarlet red is indicated in any large granulating area. 
It is of especial value for the epidermalization of defects 
following burns and for granulating wounds. In the lat- 
ter instance contracting scars are in large part avoided. 
Scarlet red ointment has acted very well in cases of 
ulcers of the legs, as well as in weeping eczema, in the 
author’s experience. 


Primary Sarcoma of the Synovia of Joints. (Les Sar- 
comes Primitifs des Synoviales Articulaires.) 
JARS Paris. Revue de Chirurgie, 
No. 


A case of a boy of 22 is reported who, five years be- 
fore, first began to complain of pain in the left knee. 
The pain never became severe enough to incapacitate the 
patient. Gradually the knee became larger and larger, 
and flexion more and more difficult. When the boy 
came under the author’s observation, the joint was twice 
the size of its fellow, with a large ulceration on its ex- 
ternal aspect. The contours of the knee are considerably 
deformed, the globular character of the anterior portion 
of the swelling giving the impression of a_ subluxation. 
The surrounding veins were engorged. X-ray of the 
bones negative. 

At operation, the joint was opened and the tumor was 
found limited to the synovial membrane. A synoviectomy 
was performed. Local recurrences several months later 
called for amputation. 

The histological examination of the tumor lead the 
writers to believe it was an endothelioma. They could 
also demonstrate that the tumor was a primary one of 
the synovia. A few of these cases have already been re- 
ported—in all the absence of involvement of the bones is 
very striking. 

Clinically, there are three forms of synovial sarcoma. 
The first is a small, pedunculated form, which is only a 
surgical curiosity. The second variety consists in iso- 
lated masses grouped more or less in one portion of the 
membrane. Of the third diffuse variety, the above de- 
scribed case is an example. 

In a review of the reported cases in this iast group, 
the authors find the following symptoms characteristic: 
1. The very slow evolution of the affection. 2. The pe- 
culiarly indolent nature of the disease. 3. The preserva- 
tion of the functions of the joint to a late stage. 


X-Ray Carcinoma and Its Origin. (Das Réntgencar- 
cinom und Seine Entstehung.) F. Rosensacu, Ber- 
lin. Archiv, fiir Klinische Chirurgie, Vol. 91, Part 1. 

In 35 cases of X-ray carcinoma, the mortality was 24%. 

These cases are therefore not the so-called chancroids of 

the skin but true, malignant neoplasms, with most of the 

characteristics of cutaneous neoplasms. In several cases 


of lupus of the face treated by the Réntgen rays sarcoma 
developed in and about the tuberculous lesions. 

A predisposing factor to the development of this form 
of carcinoma is an existing dermatitis (or other skin dis- 
ease, especially lupus) as well as the dermatitis due to 
the application of the X-rays. The author reports a case 
of carcinoma of the back developing in the normal skin 
of a worker in an X-ray factory. 

According to one hypothesis, X-ray carcinoma depends 
on ischemia, resulting from an obliterative process in the 
bloodvessels—according to the hypothesis, the effect of 
the R6éntgen rays. But Rosenbach found only slight 
changes in the vessels; in fact, many parts of the tumor 
were distinctly vascularized. 


Case of Cerebral Hemorrhage in the New-born. 
Delivered by Operation. Frep. T. MurpHy and 
James R. Torpert. Archives of Pediatrics, May, 1910. 

The delivery was a breech presentation. The day fol- 
lowing the infant s:owed a paralysis of the left arm and 

a slight facial on the same side. The anterior fontanel 

was tense and bulging. A diagnosis of intracranial hemor- 

rhage was made. At operation a large horseshoe flap on 
the right side was made to include the parietal bone. This 
flap was turned down. On exposing the anterior fontanel, 
hemorrhage on either side could be demonstrated through 
the dura. The parietal bone in part was severed and 
turned down as an osteoplastic flap. On opening the 
dura the blood spurted out under pressure. The whole 
right hemisphere was irrigated. While the relief of ten- 
sion had been marked, there was still considerable bulging 
of the brain substance. The anterior fontanel to the left 
of the median line was then opened for about an inch, 
when some blood was discharged, bringing the intracranial 
tension almost to normal. The dura and bone flap were 
roughly sutured into position. Two weeks later the child 
was discharged from the hospital apparently well, but 
some few weeks later died of a gastroenteritis. The cere- 
bral condition at the time of death was considered normal. 


The Septal Spur and Its Removal. F. Gurney Srusss. 
The Illinois Medical Journal, May, 1910. 

Many spurs increase in height and breadth from a low- 
grade inflammation of the overlying perichondrium or 
periostium. This is due to the constant irritation of the 
inspired air or the pressure of the adjoining turbinate. 
On the edges of the spur in these cases the mucosa atro- 
phies and becomes very thin. The corresponding pres- 
sure on the turbinate often furrows it and in time forces 
the middle turbinate so far toward the outer wall that 
the drainage of those sinuses which empty into the mid- 
dle meatus is so interfered with that a sinusitis is more 
apt to occur. 

The sawing off of spurs is a thing of the past. Such 
an operation destroys the mucous membrane and in most 
cases does not leave a smooth septal wall. It is most im- 
perative that in all operations on the septum the mucous 
membrane must be left intact as far as possible. Wherever 
there is a substitution of scar tissue there is always a 
continual formation of dried secretions. 

In order to provide against loss of mucosa and at the 
same time secure a flat septal surface, the author has in 
recent years employed the following technic: A semilunar 
incision is made just anterior to the spur and at right 
angles to it, through the mucosa and_ perichondrium. 
Through this incision the soft parts are elevated over the 
entire spur, the same as one proceeds in a submucous re- 
section of the septum for deviation. A chisel is then em- 
ployed to cleave the spur from its base, and finally the 
spur is withdrawn through the first and only cut. The 
mucosa is then pressed flat and held in place by a Simp- 
scn nasal tampon. In case one has to deal with an exira 
large spur where there would be an excess of mucosa, so 
that when applied to the septal base wrinkling would 
occur, it is best to make a horizontal cut along the lower 
edge of the mucosa which has been elevated, and trim 
off a strip so that it will fit accurately and leave no raw 
surface. 

The chisel used is the Hajek spur chisel which is 
curved on the flat. The chisel is driven through the sep- 
tum anterior to the spur, the part is then elevated and 
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driven through the septum again posteriorly. In this way 
the part of the septum containing the spur removed and 
a — surface left which on healing comes out perfect- 
ly flat. 


A Contribution to the Surgery of Blood Transfusion. 
J. E. Jennincs. Long Island Medical Journal, May, 

Instead of an artery of the donor and a vein of the 
recipient being coupled, the author attaches vein to vein 
by means of a good-sized glass canula coated with paraf. 
fin and he has been able, by means of gravity, to pour 
the blood from the vessels of one subject into those of 
the other. It is feasible to get enough pressure in the 
Iong saphenous vein to carry the blood over in a good 
stream by having the donor in the half upright position, 
by exerting constriction in the upper third of the thigh 
and by opening the vein near the ankle. The saphenous 
vein of the recipient is opened in the same manner and 
blood allowed to flow into the proximal end, the patient 
being placed in the horizontal position with the leg ele- 
vated. 

The rate of the flow of blood may be controlled by 
three factors: 1. The degree of elevation of the donor; 
2, the degree of constriction of the thigh; 3, the caliber 
of the canula. : 

The technic is as follows: The subjects are placed 
upon a table ten to twelve feet long so arranged that one 
end can be depressed to the floor. The subjects are 
placed in the dorsal position with the feet toward the 
middle of the table and so placed that the malleoli are 
opposite. A strip of strong webbing is hung over the 
end occupied by the donor and his free foot engaged in 
its loop so that later on his position may ‘be shifted up or 
down as the case may demand. The inner malleolus of 
the right foot of the recipient and the inner malleolus of 
the right foot of the donor, or the left feet are opposed 
and under a one-fifth of one per cent. solution of cocain 
the long saphenous veins of both subjects are cut down 
upon and freed for an inch or so. The end of the table 
occupied by the recipient is now lowered, raising the 
donor high in the air so that he lies at about an angle 
of 45° to the horizontal. The vein of the donor is opened, 
the proximal end tested, and if there is no sharp reflex 
as occurs when the valves are incompetent, is clamped 
and tied. The U-canula is then passed down the vein 
toward the foot; the canula should pass well into the 
vein, for even a slight kink is enough to block the stream. 

The rate of flow is now measured, the number of sec- 
onds that it takes for a measured drachm to flow is now 
noted; the vein of the recipient is opened, the coupling is 
made and the blood allowed to flow as long as desired. 
By placing a-tourniquet lightly about the thigh and 
tightening it as in Bier’s method of obstructive hyper- 
aemia, so as to interfere with the venous return but not 
with the arterial inflow; the venous pressure and the rate 
of flow of blood from the donor are increased. 

If the donor is made to take active exercise for a few 
minutes before the transfusion is done the rate of flow 
will be materially increased. 

In case the donor has an incompetent saphenous vein 
it will be found that there is a free reflux from the prox- 
imal end of the vein and a direct canula may be used 
instead of the U form, taking the blood from the proxi- 
mal instead of from the distal side. 

The author has used this method successfully in four 
cases. 


The Diagnosis of Excessive Retroplacental Hema- 
tomata. (Zur Diagnose des Ubergrossen Retro- 
plazentaren Hamatoms.) A. Mayer, Tiibingen, 
Muenchener Medizinische Wochenschrift, June 21, 
TOTO. 

This condition is barely mentioned in textbooks. It is 
characterized by absence of hemorrhage after the birth of 
the child with frequent, strong and severe after pains. 
Pressure on the uterus does not cause expulsion of blood. 
The fundus is found high, very hard and exceptionally 
thick in its antero-posterior diameter. The patient shows 


the signs of internal hemorrhage, complaining of weak- 
ness, the radial pulse is small, the face pallid. The 
placenta may be born without interference with a large 
retroplacental collection of blood which may be as much 
as one liter. 

From a differential point of view the rapid increase in 
size of the uterus, its hardness, the painful contractions 
and the increase in diameter distinguish the condition 
from free intra-uterine, and from intra-peritoneal hem- 
orrhage. The treatment consists in early expression of 
the after-birth by Crede’s method. 

Furthermore, it is found that in the bone only the mar- 
row, and in the marrow only the red marrow (of the 
cancellated ends) is attached. Therefore, any operation 
which causes the epiphysis of the long bones to lose its 
cancellous structure and become compact bone causes dis- 
appearance of the disease. 

In children immobilization suffices in most instances 
to effect a cure. In adults operation is needed. The 
author claims that it is necessary only to remove the 
cartilage, and thus obtain bony ankylosis, to effect a cure 
by bony union. The yellow marrow, which is immune, 
then replaces the red, and a continuous marrow canal 
extends through the united bones. In the tarsus and 
wrist this object cannot be attained. He refers to cures 
of tuberculosis of the knee, hip and elbow which he has 
effected by this method. 

Summed up his views are as follows: Only two tissues 
m a joint, the synovia and the red marrow, are subject 
to tuberculosis. Their presence is dependent on function. 
When the joint has been deprived of function they dis- 
appear. When they disappear the disease dies out. There- 
fore, to cure a tuberculous joint deprive it of function. 

[If these views are confirmed extensive resection for 
uncomplicated tuberculous joints will become a thing of 
the past.] 


Stretching of the Pelvis During Labor. (Uber Becken- 
dehnung der Kreisenden.) Kruc, Marburg. Zentral- 
blatt fiir Gynakologie, June 11, 1910. 

The author calls attention to the enlargement produced 
by the Walcher (hanging legs) and Willing (lordosis by 
means of cushion under the lumbar spine) positions. 
These positions lengthen the conjugata vera. 

In a case seen by Krug in consultation, the head was 
impacted for six hours in the pelvic inlet in spite of strong 
pains. The os was nearly completely dilated, the sagittal 
diameter transverse. Forceps were applied without effect. 
He then tried Walcher posture, impression from above, 
etc., but obtained no advance. 

Finally the following maneuver led to immediate success. 
The three middle fingers of the right hand introduced 
into the vagina, were placed against the sciatic ligament, 
tuber ischio and ascending ramus of the pubis. The fingers 
of the left hand were similarly placed against these struc- 
tures on the left side of the pelvis. The backs of the 
hands were crossed and partly superimposed, thus affording 
excellent leverage. During each pain pressure in the 
direction of the transverse pelvic diameter, was exerted, 
the pelvis being also tilted slightly upward. The patient 
declared that the contractions were less painful than before, 
and in six labor pains the head entered the pelvis and was 
then quickly born. The author ascribes his success partly 
to the release from pressure of the soft parts, with con- 
sequently more forcible uterine contraction, and partly 
to slight enlargement of the pelvic inlet. He recommends 
its trial in generally contracted pelves of slight degree, 
or in minor grades of disproportion between the fetal 
head and the bony pelvis. 


A Study of Joint Tuberculosis With an Original 
Theory as to Its Localization; and With a New 
Plan of Operation Based on the Pathology. L. W. 
Ety, New York. Surgery, Gynecology and Obstetrics, 
June, 

Ely has carefully studied 62 joints of which 27 were 
knee joints. In only 65 per cent. was the clinical 
diagnosis confirmed; in 15 cases removed for tuberculosis 
no tuberculous lesions were found. Bony involvment was 
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absent in a number of cases. Moreover, cases of synovial 
and of bony tuberculosis showed marked differences in their 
clinical course. If the disease begins in the marrow it 
may extend directly to the periosteum and form an abscess. 
If it progresses to the cartilage, the latter offers a barrier 
which is surmounted by perforation of the cartilage after 
it has been deprived of nutrition, or raised up in large 
flakes, or the disease may creep beneath the cartilage and 
reach the joint at its side. When the synovia is the primary 
focus the disease starts in some fold or fringe in a recess. 
Obliterating endarteritis is a regularly concomitant 
process. Fluid exudate is a mere symptom not the primary 
stage of the disease. Cartilage and synovial membrane 
are structurally of similar nature. Only where the synovia 
is covered by epithelioid cells (in the fringes and recesses) 
is it invulnerable to tuberculous invasion. This rule applies 
to all parts of the body—wherever connective tissue con- 
tains lymphoid, epithelioid or epithelial cells is it vulner- 
able. When deprived of function the synovial membrane 
loses its epithelioid covering and therefore immobilization 
effects a cure. 


Indirect Fractures of the Shaft of the Fibula. 
(Indirecte Fracturen des Fibulaschaftes.) GRuNERT, 
Koenigsberg. Deutsche Zeitschrift fiir Chirurgie, 
Vol. 105, Parts 3 and 4. 


The incidence of indirect fracture of the upper and mid- 
dle third of the fibula is very uncommon, according to 
most text-books. In military life, at any rate, the condi- 
tion must be much commoner, inasmuch as Grunert has 
seen four cases in the barracks at Koenigsberg. The 
X-ray established the diagnosis in all four cases, the frac- 
tures being either in the upper or middle thirds of the 
bone. The etiology was a comparatively slight trauma, 
such as a jump or a sprint. The subjective symptoms 
were slight, so that the patients first came under observa- 
tion several days after the fracture occurred. Objec- 
tively there was slight swelling and localized tenderness 
over the seat of the fracture.. The author believes that 
these fractures are caused by torsion; the X-ray’ pictures 
support this opinion. The prognosis is good. 


Classification and Pathogenesis of Tumors of the 
Maxilla of Dental Origin. (Classification et Patho- 
génie des Tumeurs des Machoires d’Origine Dentaire.) 
a ET Cotte, Lyon. Revue de Chirurgie, 1910, 

o. 6. 


In an interesting study, to be followed later by a de- 
tailed anatomical description, the authors find, first, that 
there is normally present in the bony tissue of the maxilla 
an enclosure of two layers of epithelium. This is destined 
to form the teeth. Because of disturbance in the forma- 
tion of the teeth or owing to unused remnants being left 
behind in their formation, tumors of a single or double 
layer of epithelium may spring from this enclosure. Such 
tumors may be solid or cystic. The solid as well as the 
cystic tumors may therefore be monodermic or mixed. 


Purse-String Suture of the Neck of the Sac Without 
Resection in the Radical Cure of Inguinal Hernia. 
(De la Suture en Bourse du Collet du Sac, Sans 
Résection de ce Sac, dans la Cure Radicale de la 
Hernie Inguinalé.)' J. Vanverts, Lisle. L’Echo 
Médicale du Nord, 1910, No. 21. 

The method is not original with the author. He points 
out that Czerny described practically the same technic in 
1883. Yet, at the present time he can find no mention of 
the use of this method. Vanverts exposes the sac in the 
usual way, incises it at its neck and, after emptying it, 
closes off the peritoneal cavity by a carefully placed purse- 
string suture. The hernial layers are approximated in the 
usual manner. 

Simplicity of technic without sacrifice of essentials is 
what the author claims for the method as employed in 
many cases in the past three years. He can find no ad- 
vantage in the extensive trauma often necessarily inflicted 
in the stripping free of the sac for its resection. The 
Portion of the sac left behind has never given rise to 
any signs or symptoms. 


A Case of Vesical Calculus in a Child Five Years Old. 
(Un Cas de Calcul Vésical Chez un Enfant de Cing 
Ans.) L. BauMEL, Montpelier. Annales de Médicine 
et Chirurgie Infantiles, 1910, No. 12. 

For a year the boy had been suffering from occasional 
hematuria, dysuria, and sudden stoppage of the urinary 
stream. On examination, the glans and prepuce were both 
hypertrophied, a condition sufficient to account for the 
last two symptoms presented. An attempt to pass a sound 
was unsuccessful, owing to spasm. By rectal examina- 
tion, the bladder could be felt. With the patient in the 
supine position, a stone was not palpable, but, when the 
patient was suddenly sat up an impulse of a firm body 
was felt against the finger in the rectum. This was the 
first time the author ever felt such a “ballottement,” and 
he considers it a sign of considerable importance, one that 
may be of great value in such cases as this one. It was 
only at a subsequent examination that Baumel could pass 
a metal sound and feel the characteristic click. 


Diagnosis and Treatment of Unilateral Hemorrhagic 
Nephritis. (Diagnostic et Traitement des Néphrites 
Hématuriques Unilatérales.) R. M. FrouNcuHTEINeE, 
Moscow. Annales des Maladies des Organes Génito- 
Urinaires. Vol. I, No. 10, 1910. 

The author reports a case and in reviewing his own to- 
gether with those described in the literature, he arrives 
at the following conclusions: 

1. Profuse renal hemorrhages invariably depend on 
lesions of the renal parenchyma. There can be no hemor- 
rhage without an anatomical basis. 

2. Very insignificant anatomical changes in the renal 
parenchyma are sufficient to account for profuse bleeding. 

3. An acute hemorrhagic nephritis may be bilateral as 
well as unilateral; the latter type is the one to be termed 
“hematuric.” 

4. Israel’s sign—the presence in the urine of worm- 
shaped blood clots—is met with, above all in “hematuric 
nephritis.” 

5. In the latter condition surgical intervention is .in- 
dicated. 


Spontaneous Pararenal Hemorrhages. (Spontanblutun- 
gen in das Nierenlager.) P. Pick, Vienna. Medizin- 
ische Klinik, 1910, No. 25. 

Although traumatic para- and peri-renal hematomata are 
very frequently seen, there are but eight cases of spon- 
taneously developing hemorrhage described in the litera- 
ture. Of the six operated upon, four died. The two un- 
operated cases were fatal. The author describes a case 
from Schnitzler’s Clinic, with favorable outcome: The 
patient, a woman of 53, gave a history of cholelithiasis 
eight years before she came under observation. Four days 
before admission there was a sudden attack of severe 
pain in the right half of the abdomen, which continued. 
She did not vomit. On physical examination, there was 
an enlarged tender liver, slight icterus, no fever. The 
patient was very obese, yet below the liver a tender mass 
could be indistinctly felt. At operation the gall-bladder 
was normal. A large retroperitoneal hematoma was vis- 
ible. The abdominal wound was sutured and a lumbar in- 
cision made. When the fatty renal capsule was incised, a 
large quantity of fluid blood escaped. After this had been 
sponged away the kidney itself seemed everywhere normal. 
No defect in the fibrous renal capsule could be seen. 

The symptoms in this case correspond very closely to 
those of the previously described cases. Even the icterus 
—apparently of hematogenous origin—was observed in 
some of the other cases. A subsequent examination of the 
urine in this case showed that the patient was suffering 
from a mild nephritis. 

The etiology of this condition is as yet unknown. The 
treatment should unquestionably be surgical, even though 
the drainage of these hematomata (as in the described 
case) will usually lead to infection of the cavity. 
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What are the End Results of Surgery or Surgical Op- 
erations for the Relief of Neurasthenic Conditions 
Associated With the Various Visceral Ptoses—To 
What Extent do They Improve the Neurasthenic 
State Itself? JosepH A. Brake, New York. Sur- 
gery, Gynecology and Obstetrics, July, 1910. 

In order to obviate failures or worse, from surgical 
attack in these cases “four conditions must be satisfied 
before an operation is undertaken. Firstly: That there 
is a definite morbid or mechanical perversion of the normal 
conditions of the viscera; secondly: that it is the chief 
underlying cause of the neurasthenic state; thirdly: that 
the neurasthenic condition cannot be cured without its 
correction, and fourthly: that it can be corrected by a 
definite operative procedure of only moderate danger to 
life.” Blake regards Lane’s operation—resection of the 
ascending and transverse colon—as too severe to be con- 
sidered except in those few patients in which radiography 
supports the indication and whose “condition is lamentable 
and who even welcome a lethal termination of their 
sufferings.” 


Radical Cure of Infiltrating Cystitis and Contracted 
Bladder. G. Kortscuer and H. Kraus, Chicago, Sur- 
gery, Gynecology and Obstetrics, July, 1910. 

A free incision into the infiltrated tissues will be the 
proper measure, similar to the incision into phlegmons 
occurring in other regions of the body. If such incision 
is made in time, the secondary shrinking of the bladder 
will be prevented. The bladder is regularly cleared by 
irrigations with some indifferent aseptic fluid, and then 
the mucosa is treated by loosely packing the bladder with 
gauze saturated with a silver solution or with ichthyol 
and oil. This kind of tamponade is continued until the 
mucosa appears to be clean and until abnormal sensitive- 
ness has completely disappeared. Then and not sooner the 
incision is permitted to close up. 

A suggestion for reliable treatment is given by ana- 
lyzing the experiences observed during the healing period, 
after extirpation of extensive malignant bladder tumors. 
Even after very extensive resections it is surprising to 
see after everything is healed over and closed up, what a 
capacious viscus is again formed out of the remnants of 
the bladder. Even after two-thirds of the organ is re- 
moved, a bladder will be reconstructed through the pro- 
cess of healing per secundam that will hold from 200 to 
300 c.c. The explanation of this result can be found in 
the following: Healing by granulation furnishes a new 
roof for the bladder, built up of fibrous tissue, so that 
finally a viscus is re-formed with almost normal capacity. 

This experience can be applied in the same way to a con- 
tracted bladder. The contracted bladder is exposed in 
front. Its anterior wall is incised as freely as possible, 
then the edges of the bladder wound are attached to the 
abdominal incision and the whole is left to heal by granu- 
lation. In this way an additional parietal wall is formed 
by cicatricial interpolation, and the capacity of the blad- 
der is regained. It is verv probable that muscle fibers 
grow from the edges of the bladder wall into this cicatricial 
roof, because such bladders empty themselves without 
retaining any residual urine. 


Suction Drainage of the Pleural Cavity. (Saug Drain- 


age der PleurahGdhle.) F. Harret, Berlin. 
Klinische Wochenschrift, June 20, 1910. 


In order to cause negative pressure within the pleural 
cavity and thereby bring about better expansion of the 
lungs after operations for empyema, the’ author has de- 
vised a simple apparatus which possesses the particular 
advantage that it can be applied to ambulatory patients. 
The apparatus consists of a double-necked flat glass bulb 
connected by one end with a catheter which enters the 
pleural cavity and at the other end with a suction bulb or 
syringe. The pleural opening is closed by a rubber dam 
which the catheter perforates. The dam applies itself 
closely to the chest as soon as a negative intraplural pres- 
sure obtains. The amount of suction necessary is regu- 
lated by the subjective sensations on the part of the 
patient. The author has obtained satisfactorv results 
with his apparatus and recommends it particularly to ob- 
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tain lung expansion as a preliminary to the more ex- 
tensive secondary operations. 


The Use of Internal Aluminum Splints in the Treatment 
of Fracture. W. S. Tuomas, New York Medical 
Record, July 9, 1910. 

After experimenting with several methods of bone 
suture for fracture, Thomas concludes that the use of 
aluminum plates with steel screws as recommended by 
Lane is the best. The aluminum plate, cut into the proper 
size and shape, is bent to fit the bone and perforated by 
a number of small holes for the screws. It is unnecessary 
to purchase the splints ready made. They may be fash- 
ioned, as above, during the operation. The bone is 
exposed and with the fragments held in position, the plate 
is screwed to the bone. The author has not found that 
the steel screws cause sufficient bone absorption to become 
loosened before proper union takes place. 


The Paradox of the Tubercle Bacillus. Ira VAN Gieson, 
New York, Medical Record, July 9, 1910. 

A few years ago Much announced the discovery that in 
the cheesy masses of old tuberculous material many of the 
degenerated and broken up bacilli lost their acid fast prop- 
erties but could be demonstrated in fragmentary form by 
staining with the ordinary Gram method. His observa- 
tions have apparently been confirmed by others, and the 
impertance of the discovery, if valid, is manifest. Van 
Gieson concludes as the result of his own observations, 
that Much and his followers have fallen into the old 
error of mistaking nuclear remnants for tubercle bacilli. 


The Treatment of Chronic Saturnism by Fixation 
Abscesses. (Zur Behandlung des Chronischen Satur- 
nismus mit Fixations-Abscessen.) v. Htnze, St. 
Petersburg. Berliner Klinische Wochenschrift, June 
27, 1910. 

Experimental observations having shown that lead is 
excreted to a greater degree in the pus of an abscess 
than by any of the normal secretions, Carles reported two 
cases of chronic lead poisoning in which an artificial ab- 
scess was produced, and a quicker elimination and re- 
covery obtained than could be obtained by the conven- 
tional methods of treatment. The author reports an- 
other case, in which he obtained a satisfactory result. 
The patient (a printer) was severely poisoned, and an 
abscess on the thigh was produced by the injection of 
turpentine. In 24 days the quantity of lead excreted 
in the pus amounted to 0.002 gr., and the majority of 
the severer symptoms had disappeared. 


The Elimination of Hexamethylenamin by the Mucous 
Membrane of the Middle Ear and Nasal Sinuses. 
W. M. Barton, Washington. Boston Medical and 
Surgical Journal, June 30, 1910. 

Barton found that after therapeutic administration of 
hexamethylenamin, he found this drug in_ the 
secretions of the middle ear, frontal sinus and the 
antrum of Highmore. He reports seven cases of otitis 
media treated with this drug and is satisfied with the 
results. He refers to the observations of Semon, who for 
some years has administered hexamethylenamin prophylac- 
tically to scarlet fever patients and in no cases has otitis 
media occurred. 


Deep Perineural Injections for the Relief of Trifacial 
Neuralgia (60 Cases) and Sciatica (33 Cases). 
D’Orsay Hecut, Chicago. Medical Record, June 18, 
: 

Of the 60 cases of trifacial neuralgia, 37 were distinct- 
ly benefited, 11 improved, 8 unimproved and 4 were ag- 
gravated. In all, Hecht performed 180 injections. In 
the majority of instances three injections were necessary 
before the pain was controlled. Some required even 
seven and eight. For sciatica, Hecht injects salt solu- 
tion. In this malady alcohol is strictly contraindicated. 

In most instances the relief is immediate and complete, 

and in only a few patients was a repetition of the injec- 

tion necessary. The author lays stress on the necessity 
of a correct diagnosis in both trifacial neuralgia and 

Sciatica. 
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